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ABSTRACT 

Hearings on Senate Bill 1475 (S.1475} to establish an 
effective clinical staffing recruitment and retention program are 
presented. The bill, introduced by Senator John Melcher (Montana) 
seeks to counteract the effect of the impending decline of physicians 
and the termination of the National Health Service Corps Scholarship 
Program on the Indian Health Service (IHS). Part 1 includes 
statements by representatives of national organizations and 
associations in health care and Indian Affairs. Part 2 provides 
statements by representatives of seven tribes: Fort Belknap Tribe, 
Crow Tribe, Blackfoot Tribe, North Cheyenne Tribes, Fort Peck Tribes, 
and the Flathead Tribe. The text of the bill is included in both 
parts. There are three major provisions: (1) a student loan repayment 
program in exchange for obligated years of service in IHS; (2) an 
enhanced recruitment program that includes payment for spouse travel, 
expansion of the Indians into Medicine Program, and opportunities 
for bonuses and continuing education programs; and (3} education 
programs in tribal history and culture for IHS personnel. The bill 
also provides for an advisory panel of health care professionals to 
review retention and recruitment policies and procedures. (LCM) 
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CLINICAL STAFFING RECRUITMENT AND 
RETENTION PROGRAM 



THURSDAY, AUGUST 6, 1987 

U.S. Senate, 
Select Committee on Indian Affairs, 

Washington, DC. 

The committee met, pursuant to notice, at 2:05 p.m., in room 485, 
Russell Senate Office Building, Hon. Daniel K. Inouye (chairman of 
the committee) presiding. 

Present: Senators Inouye, Melcher, Evans, DeConcini, and 
McCam. 

STATEMENT OF HON. DANIEL K. INOUYE, U.S. SENATOR FROM 
HAWAII, CHAIRMAN, SELECT COMMITTEE ON INDIAN AFFAIRS 

The Chairman. The hearing will please come to order. 

This afternoon we take up S. 1475, a bill introduced by the distin- 
guished Senator from Montana, Senator Melcher. It is a bill to es 
tablish an effective clinical staffing recruitment and retention pro- 
gram for the Indian Health Service. 

A special report prepared by the Office of Technology Assess- 
ment in February of this year, entitled, Clinical Staffing in the 
Indian Health Service, indicates that after 1988, which is a year 
from now, the rapid decline of physicians will severely limit the 
ability of the Indian Health Service to deliver health care to Amer- 
ican Indians and Alaska Natives. And with the termination of the 
National Health Service Corps Scholarship. Program, a major 
source of physician supply for the Indian Health Service, this situa- 
tion can be expected to worsen. 

S. 1475, introduced by Senator John Melcher, seeks to address 
the problems of the health care professional shortages in the IHS 
by providing first, a loan repajrment program which will authorize 
the IHS to recruit health professionals and secure written con- 
tracts for the repayment of student loans up to $25,000 per year in 
exchange for each year of obligated service. Second, a program for 
enhanced recruitment including pa3rment for spouse travel, expan- 
sion of the Indians into Medicine Program, retention bonuses, con- 
tinuing education opportunities; and third, educational programs 
on tribal history and culture for IHS personnel. 

The bill also provides for the establishment of an advisory panel 
of health professionals to review and report on policies and proce- 
dures which may impede recruitment and retention. 

[The text of S. 721 follows:] 

(1) 
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lOOiH CONGRESS 
IRT Session 

To esUkbliBh an effective clinical staffing recruitment and retention program, and 
for other purposes. 



IN THE SENATE OF THE UNITED STATES 

July 9 Gegifllative day, June 23), 1987 
Mr. Hblcheb (for himself, Mr. Inouts, and Mr. Bubdick) introducfd the fol- 
lowing bill; which was read twice and referred to the Committee on Indirn 
Mairs 



A BILL 

To establish an effective clinical staffing recruitment and 
retention program, and for other purposes. 

1 Be it enacted by the Senate and Home of Representa- 

2 iives of the United States of America^ in Congress assembled, 

3 TITLE T— LOAN REPAYMENT PROGRAM 

4 INDIAN HEALTH SERVICE IiOAN EEPAYMENT PBOGBAM 

5 Sec. 101 . (a) The Secretary, acting through the Serv- 

6 ice, shall establish a program to be known as the Indian 

7 Health Service Loan Repayment Program (here fter in this 

8 Act referred to as the "Loan Repayment Program'') in order 

9 to assure a^^ adequate supply of trained physicians, dentists, 
10 and nurses for the Service (and for health facilities and health 
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1 progranis maintained by any Indian tribe, tribal organization, 

2 or urban Indian organization imder a contract entered into 

3 with the Secretary) and, if needed by the Service or by such 

4 Indian tribe, tribal organization, or urban Indian organiza- 

5 tion, podiatrists, optometrists, phFxmacists, clinical and coun- 

6 seling psychologists, graduates of schools of public health, 

7 graduates of schools of social work, graduates of programs in 

8 health administration, graduates of programs for the training 

9 of physicians assistants, expanded function dental auxiliaries, 

10 nurse practitioner (within the meaning of section 822 of the 

11 Public Health Service Act (42 U.S.C. 2S6m)), and other 

12 Lealth professionals. 

13 (b) To be eligible to participate in the Loan Repayment 

14 Program, an individual must — 

15 (1) be enrolled as a full-time student and in the 

16 final year of a course of study or program in an ac- 

17 credited (as determined by the Secretary) educational 

18 institution in a State which is approved by the Secre- 

19 tary pursjant to the provisions of this title; or 

20 (2) in a graduate training program in a course of 

21 study approved by the Secretary pursuant to the provi- 

22 sions of this title; or 

23 (3) have a degree in medicine or other health pro- 

24 fession which is approved by the Secretary pursuant to 

25 the provisions of this title. 
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1 (c) An individual applying for the Loan Bepajment Pro- 

2 gram must be eligible for, or hold, an appointment as a com- 

3 missioned officer in the Service or be eligible for selection for 

4 civilian employment by the Service. 

5 (d) An applicant for the Loan Repayment Program must 

6 submit an application to participate in the Loan Repayment 

7 Program, and must sign and submit to the Secretary, at the 

8 time of the submission cf such application, a written contract 

9 (described in subsection (h)) to accept repayment of educa- 

10 tional loans and to serve (m accordance with this subtitle) for 

11 the applicable period of obligated service in the Lidian 

12 Health Service. 

13 (e) Li disseminatmg application forms and contract 

14 forms to individuals desiring to participate in the Loan Re- 

15 payment Program, the Secretary shall include with such 

16 forms a fcur summary of the rights and liabilities of an indi- 

17 vidual whose application is approved (and whose contract is 

18 accepted) by the Secretary, including in the summary a clear 

19 explanation of the damages to which the United States is 

20 entitled under section 104 in the case of the individual's 

21 breach of the contract. 

22 (0(1) The Secretary shall only approve applications 

23 under the Loan Repayment Program that are made by indi- 

24 viduals whose training is in a health profession or specialty 

25 determined by *he Secretary to be needed by the Service. 
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1 (2) In determining which applications, under the Loan 

2 Repayment Program to approve, the Secretary shall extend a 

3 preference to Indians. 

4 (g)(1) An individual becomes a participant in the Loan 

5 Repayment Program only upon the Secretary's approval of 

6 the individual's application submitted under subsection (c) 

7 and the Secretary's accepta^nce of the contract submitted by 

8 the individual under subsection (c). 



9 (2) The Secretary shall provide written notice to an in- 

10 dividual promptly upon the Secretary's approving, under 

11 paragraph (1), of the individual's participation in the Loan 

12 Repayment Program. 

13 (h)(1) In the written contract referred to in this subtitle 

14 between the Secretary and an individual, the Secretary shall 

15 agree to — 

16 (a) pay loans in behalf of the individual in accord- 

17 ance with the provisions of this t Je, and accept the 

18 individual into the Service. 

19 (b) In the written contract (referred to in this sub- 

20 title), the individual shall agree to — 

21 (1) accept loan payments for the purposes 

22 described in this title; and 

23 (2) in the case of an individual who is en- 

24 rolled in an accredited institution as a full-time 
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student or in a graduate training program, the in- 
dividual shall agree to — 

(A) mamtain enrollment in the course of 
study until the mdividual completes the 
course of study or training; and 

(B) while enrolled in such course of 
study or training, to maintam an acceptable 
level of academic standing (as determined 
under regulations of the Secretary by the 
educational institution offering such course of 
study or training); and 

(C) to provide certification to the Secre- 
tary of the degree or diploma awarded to the 
individual in the health profession approved 
by the Secretary; and 

(D) to serve for a time period (hereafter 
in this title referred to as the "period of obli- 
gated service" equal to 2 years or such 
longer period as the individual may agree to 
ser;e in a health program maintained by — 

(i) the Service, or 

(ii) any Indian tribe, tribal organi- 
zation, or urban Indian organization 
under a contract entered into with the 
Secretary, 
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1 to which the indi^ddual is assigned by the 

2 Secretary; 

3 (2) a provision that any financial obligation of the 

4 United States arising out of a contract entered into 

5 under this subtitle and any obligation of the individual 

6 wiilch is conditioned thereon, is contingent upon funds 

7 being appropriated for loan repayments under this sub- 

8 title and to carry out the purposes of this subtitle; 

9 (3) a statement of the damages to which the 

10 United States is entitled, under section 104 for the in- 

11 dividual's breach of the contract; and 

12 (4) such other statements of the rights and liabil- 

13 ities of the Secretary and of the individual, not incon- 

14 sistent with the provisions of this subtitle. 

15 (j)(l) A loan repayment provided for an individual under 



16 a written contract under the Loan Repayment Program shall 

17 consist of payment, in accordance with paragraph (2), on 

18 behalf of the individual of the principal, interest, and related 

19 expenses on government and commercial lo^'^Jis received by 

20 the individual for — 



21 (A) tuition expenses; 

22 (B) all other reasonable educational expenses, in- 

23 eluding fees, books, and laboratory expenses, incurred 

24 by the individual; or 
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1 (C) reasonable living expenses as determined by 

2 the Secretary. 

3 (2) For each year of obligated service that an individual 

4 contracts under subsection (f) to serve, the Secretary may 

5 pay up to $25,000 on behalf of the individual for loans de- 

6 scribed in paragraph (1). 

7 (k) Notwithstanding any other provision law, Individ- 

8 uals who have entered into written contracts with the Secre- 

9 tary under this section, v Me undergoing academic training, 

10 shall not be counted against any employment ceilinf. affecting 

11 the Department. 

12 (1) The Secretary shall, by not later than March 1 of 

13 each year, submit to the Congress a report providing — 

14 (1) the number, and type of health profession 

15 training, of individuals receiving loan payments under 

16 the Loan Repayment Program; 

? 7 (2) the educational institution at which sucu indi- 

18 viduals are receiving their training or have completed 

19 their training; 

20 (3) the total number of applications Sled under 

21 this section during the preceding year; 

22 (4) the number of such applications filed with re- 

23 spect to each type of health profession; 
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1 (5) the total number of contracts described in sub- 

2 section (f) that are enterec^ into during the preceding 

3 year; 

4 (6) the number of such contracts entered into 

5 itie preceoiiig year with respect to each type of 

6 health profession; and 

7 (7) the amouit of loan payments made in the 

8 preceding year. 

9 HECBUITMENT 

10 Sec. 102. (a) The Secretary may conduct at schools of 

11 medicme, osteopathy, dentistry, and, as appropriate, nursing 

12 and other schools of the health professions and at -entities 

13 which train allied health persoimel, recruiting urograms for 

14 the Loan Repayment Program. 

15 (b> Section 214 of the ±*ublic Health Service Act (42 

16 U.S.C, 215) shall not apply to individuals during their period 

17 of olligated service under the Loan Repayment Program. 

18 OBLIGATED SERVICE UNDER CONTRACT 

19 Sec 103. (a) Each individual who has entered into a 

20 written contract with the Secretary under section 101 shall 

21 provide service in the full-time clinical practice of such indi- 

22 vidual's profession in the Indian Health Service for the 

23 period of obligated service provided in such contract. 

24 (b)(1) If an individual is required under subsection (a) of 

25 this section to provide obligated service, the Secretary shall, 

26 not later than 90 days before the date described in paragraph 
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1 (4), determine if the individual shall provide such service as a 

2 commissioned officer in the Regular or Reserve Corps of the 

3 Public Health Service or as a civilian employee of the Indian 

4 Health Service^ and shall notify such individual of such 

5 determination. 

6 (2) If the Secretary determines that an individual shall 

7 provide obligated service to the Indian Health Service as a 

8 conomissioned officer in the Public Health Service or a civil- 

9 ian employee of the Indian Health Service, the Secretary 

10 shall, not later than 80 days before the date described m 

1 1 paragraph (4), provide such individual with sufficient informa- 

12 tion regarding the advantages and disadvantages of service 

13 as such a commissioned officer or civilian employee to enable 

14 the individual to make a decision on an informed basis. To be 

15 eligible to provide such obligated service as a commissioned 

16 officer in the Public Health Service, an individual shall notify 

17 the Secretary, not later than 30 days before the date de- 

18 scribed in paragraph (4), of the individual's desire to provide 

19 such service as such an officer. If an individual qualifies for 

20 an appointment as such an officer, the Secretary shall, as 

21 soon as possible after the date described in paragraph (4), 

22 appoint the individual as a commissioned officer of the Regu- 

23 lar or Reserve Corps of the Public Health Service. 

9A (3) If an individual provided notice by the Secretary 

25 under paragraph [i] loes not qualify for appointment as a 
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1 commissioned officer m the Public Health Service, the Secre- 

2 taxy shall, as soon as possible after the date described in 

3 paragraph (4), appoint such individual as a civilian employee 

4 of the Indian Health Service. 

5 (4)(A) With respect to an individual receiving a degree 

6 from a school of medicine, osteopathy, psychology, or dentist* 

7 ry, the date referred to in paragraphs (1) through (3) shall be 

8 the date upon which the individual completes the training 

9 required for such degree, except that the Secretary shall, at 

10 the request of such individual, defer such date until the end of 

11 the period of time (not to exceed 3 years or such greater 

12 period as the Secretary, consistent with the needs of the 

13 Service, may authorize) required for the individual to com- 

14 plete an internship, residency, or other advanced clinical 

15 training. With respect to an individual receiving a degree 

16 from a school of optometry, podiatry, or pharmacy, the date 

17 referred to m paragraphs (1) through (3) shall be the date 

18 upon which the individual completes the training required for 

19 such degree, except that the Secretary shall, at the request of 

20 such mdividual, defer such date until the end of the period of 

21 time (not to exceed 1 year or such greater period as the 

22 Secretary, consistent with the needs of the Service, may au- 

23 thorize) required for the individual to complete an mtem^hip, 

24 residency, or other advanced clinical training. No period of 

25 internship, residency, or other advanced clinical training shall 
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1 be counted toward satisfying a period of obligated service 

2 under this subtitle. 

3 (B) With respect to an individual receiving a degree 

4 from an institution other than a school referred to m subpara- 

5 graph (A), the date referred to in paragraphs (1) through (3) 

6 shall be the date upon which the individual completes his 

7 academic training leading to such degree. 

8 (C) With respect to an individual who has received a 

9 degree in medicine, opteopathy, psychology, dentistry, or 

10 other health profession and has completed graduate training, 

1 1 the date referred to m paragraphs (I) through (3) shall be the 

12 date on which the individual enters into a contract with the 

13 Secretary under section 101. 

14 (c) An mdividual shall be considered to have begun serv- 

15 ing the period of obligated service on the date such individual 

16 is appointed as an officer m a Regular or Reserve Corps of 

17 the Public Health Service under subsection (b)(2) or is ap- 

18 pointed as a civilian employee of the Indian Health Service 

19 under subsection (b)(3). 

20 BBEACH OF CONTRACT 

21 Sec. 104. (a) An individual who has entered into a writ- 

22 ten contract with the Secretary under section 101 and who — 

23 (1) is enrolled in the final year of a course of 

24 study and fails to maintain an acceptable level of aca- 

25 demic standing in the educational institution in which 
2B the individual is enrolled (such level determined by the 
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1 educational institution under regulations of the Secre- 

2 tary) or voluntarily terminates such enrollment or is 

3 dismissed from such educational institution before com- 

4 pletion of such course of study, or 

5 (B) is enrolled in a graduate training program, 

6 fails to complete such training program, 

7 in lieu of any service obligation arising under such contract 

8 shall be liable to the United States for the amount which has 

9 been paid on his behalf under the contract. 

10 (b) If (for any reason not specified in subsection (a)) an 

11 individual breaches his written contract under section 101 by 

12 failing either to begin such individual's period of obligated 

13 se ce in accordance with section 103 or to complete such 

14 period of obligated service, the United States shall be entitled 

15 to recover from the individual an amount determined in ac- 

16 cordance with the following formula: 

A=2.(^-) 

in which 'A' is the amount the United States is entitled to 
recover, 'z' is the sum of the amounts paid under this subtitle 
to, or on behalf of, the individual and the interest on such 
amounts which would be payable if at the time the amounts 
were paid they were loans bearing interest at the maximum 
legal prevailing rate, as determined by the Treasurer of the 
United States, 't' is the total number of months in the indi- 

• 17 
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1 vidual's period of obligated service, and *s' is the number of 

2 months of sach period served by him in accordance with sec- 

3 tion 103 of this title. Any amount of damages which the 

4 United States is entitled to recover under this subsection 

5 shall, within the 1-year period beginning on the date of the 

6 breach of the written contract (or such longer period begin- 

7 ning on such date as specified by the Secretary for good 

8 cause shown), be paid to the United States. 

9 (c)(1) Any obligation of an individual under the Loan 

10 Repayment Program (or a contract thereunder) for service or 

11 payment of damages shall be canceled upon the death of the 

12 individual. 

13 (2) The Secretary shall by regulation provide for the 

14 partial or total waiver or suspension of any obligation of serv- 

15 ice or payment by an mdividual under the Loan Bepayment 

16 Program (or a contract thereunder) whenever compliance by 

17 the mdividual is impossible or would involve extreme hard- 

18 ship to the individual and if enforcement of such obligation 

19 with respc' . to any individual would be unconscionable. 

20 (3) Any obligation of an individual under the Loan Re- 

21 payment Program (or a contract thereunder) for payment of 

22 damages may be released by a discharge in bankruptcy only 

23 if such discharge is granted after the expiration of the 5-year 

24 period beginning on the first date that payment of such dam- 

25 ages is required. 
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1 BEPOBTS 

2 Sec. 105. The Secretary shall submit to the Congress 

3 on July 1 of 1988, and of each succeeding year, a report on 

4 the nuruber of providers of health care who will be needed for 

5 the Indian Health Service during the 3 fiscal years beginning 

6 after the date the report is filed and— 

7 (1) the number of scholarships, if any, the Secre- 

8 tary proposes to provide under the National Health 

9 Service Corps Scholarship Program during such 3 

10 fiscal years, and 

11 (2) the number of individuals for whom the Secre- 

12 tary proposes to make loan repayments under the Loan 

13 Repayment Program during such 3 fiscal years. 

14 AUTHOBIZATION FOB APPBOPBIATIONS 

15 Sec. 106. There are authorized to be appropriated for 

16 each fiscal year such sums as may be necessary to carry out 

17 the provisions of this title. 

18 TITLE n— OTHER RECRUITMENT AND 

19 RETENTION PROVISIONS 

20 TBAVEL EXPENSES FOB BECBUITMENT 

21 Sec. 201. (a) The Secretary may reimburse health pro- 

22 fessionals seeking positions in the Service (including individ- 

23 uals considering entering into a contract under section 101) 

24 and their spouses for actual and reasonable expenses incurred 

25 in traveling to and from their places of residence to an area in 
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1 which they may be assigned for the purpose of evaluating 

2 such area with regard to being assigned in such area. 

3 (b) There are authorized to be appropriated for each 

4 fiscal year $100,000 for the purpose of carrying out the pro- 

5 visions of this section. 

6 TBEBAL DBMONSTEATION EECEinTMBNT AND EBTENTION 

7 PEOGEAM 

8 Sec. 202. (a) The Secretary, acting through the Serv- 

9 ice, shall award grants to Indian tribes and tribal organiza- 

10 tions for the purpose of enabling the Indian tribes and tribal 

11 organizations to develop and test, in cooperation with the 

12 Service, innovative techniques to recruit, place, and retain 

13 health professionals. 

14 (b) The Secretary shall prescribe such regulations as are 

15 necessar}- to carry out the provisions of this section. 

16 (c) There are authorized to be appropriated such sums 

17 as may be necessary to carry out the provisions of this 

18 section. 

19 TEIBAL CULTUEE AND HISTOBY 

20 8ec. 203. (a) The Secretary, acting through the Serv- 

21 iCe, shall establish a program under which all employees of 

22 the Service who serve particular Indian tribes shall receive 

23 educational instruction in the history and culture of such 

24 tribes and in the history of the Service. 

25 (b) To the extent feasible, the program established under 

26 subsection (a) shall — 

20 



17 



16 

1 (1) be carried out through tribally-controlled com- 

2 munity colleges, and 

3 (2) be developed in consultation with the affected 

4 tribal government, and 

5 (3) include instruction in Native American studies. 

6 (c) There are authorized to be appropriated such sums 

7 as may be necessary to carry out the provisions of this 

8 section. 

9 P4MED PBOGBAM 

10 Sec. 204. (a) The Secretary is authorized to provide 

11 grants to colleges and universities for the purpose of main- 

12 taining and expaiding the Native American health careers 

13 recruitment program known as the "Indians mto Medicine 

14 Program'' (hereinafter in this section referred to as 

15 "INMED") as a means of encouraging Indians to enter the 

16 health professions. 

17 (b) In addition to maintaining the INMED program at 

18 the University of North Dakota, the Secretary shall provide 

19 grants to at least two additional universities or colleges for 

20 the purpose of expanding the INMED program model. 

21 (c) The Secretary shall develop regulations for the com- 

22 petitive awarding of the grants established in this section pro- 

23 vided that the universities applying for such funds agree to 

24 provide a program which — 

25 provides outreach and recruitment for health 

26 professions to Native American communities including 
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1 elementary, secondary and community colleges located 

2 on Indian reservations which will be served by the 

3 program, 

4 (2) incorporates a program advisory board com- 

5 prised of representatives from the tribes and communi- 

6 ties which will be served by the program, 

7 (3) provides summer preparatory programs for 

8 Native American students who need enrichment in the 

9 subjects of math and science in order to pursue trainmg 

10 in the health professions, 

11 (4) provides tutoring, counseling and support to 

12 students who are enrolled in a health career program 

13 of study at the reroective college or university, and 

14 (5) to the maximum extent feasible agree to 

15 employ qualified Native American staff for the 

16 program. 

17 (d) By no later than the date that is 3 years after the 

18 date of enactment of this Act, the Secretary shall submit a 

19 report to Congress on the program including recommenda- 

20 tions for expansion or changes to the program. 

21 (e) There are authorized to be appropriated such sums 

22 as may be necessary to carry out the provisions of this 

23 section. 

24 ADVANCED TBAINING AND BESEARCH 

25 Sec. 205. (a) The Secretary, acting through the Serv- 

26 ice, shall establish a program to enable health professionals 
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1 who have worked for the Service for a substantial period of 

2 time to pursue advanced training or research at medical 

3 schools, or other professional schools or facUities, in areas of 

4 study for which the Secretary determines a need exists. 

5 (b) The Secretary shall prescribe such regulations as 

6 may be necessary to carry out the provisions of this section. 

7 ADDITIONAL INCENTIVBS FOB HEALTH PH0FE88IONAL8 

8 Sec. 206. (a) The Secretary shall provide the incentive 

9 special pay authorized under section 302(b) of title 37, 

10 United States Code, by reason of section 208(a) of the Public 

11 Health Service Act (42 U.S.C. 210(a)), to— 

12 (1) commissioned medical officers of the Regular 

13 and Reserve Corps of the PubUc Health Service who 

14 are assigned to positions for which recruitment or re 

15 tention of personnel is difficult m the Indian Health 

16 Service, and 

1' (2) civilian medical officers of the Service who are 

18 assigned to positions for which recruitment or retention 

19 of personnel is difficult, 

20 (b) The Secretary shall establish and update on an 

21 annual basis a Ust of positions (other than medical officers) of 

22 health care professionals employed by or assigned to the 

23 Service for which recruitment or retention is difficult. 

24 (2KA) The Secretary shall pay a bonus to any 

25 person who is employed in or assigned to, a position in 

23 
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1 the Service included in the list established by the Sec- 

2 retary under paragraph (l)(b). 

3 (B) The Secretary may not exceed $2,000 in total 

4 bonus payments made imder this section to any em- 

5 ployee within any 1-year period. 

6 (c) The Secretary shall establish programs to allow the 



7 use of flexible work schedules, and compressed work sched- 

8 ules, in accordance with the provisions of subchapter 11 of 
S chapter 61 of title 5, United States Code, foi health profes- 

10 sionals employed by, or assigned to, the Service. 

11 (d) Notwithstanding any provision of law. no limitation 

12 imposed on amounts of premium pay paid for overtime shall 

13 apply to any individual employed by, or assigned to, the 

14 Service. The rate of overtime pay for such individual .shall be 

15 computed as provided in section 5542 of title 5, United 

16 States Code. 



17 BETENTION BONUS 

18 Sec. 207. (a) The Secretary shall pay a retention bonus 

19 to medical officers employed by or assigned to the Service 

20 either as a civilian employee or member of the Commisson 

21 Corps who — 

22 (1) has satisfied one of the following criteria: 

23 (A) has completed three years of employment 

24 with the Service; or 

25 (B) has completed any service obligation in- 

26 curred as a result of — 
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1 (i) acceptance of any Federal scholar- 

2 ship program; or 

3 (ii) any Federal education loan repay- 

4 ment program. 

5 (b) enters into an agreement with the Service for contin- 

6 ued employment for a period of not less than 1 year. 

7 (c) The Secretary shall establish specific rates for the 

8 retention bonus which shall provide for a higher annual rate 

9 for multi-year agreements than for smgle year agreements 

10 but m no event shall the annual rate be less than $12,000 per 

11 annuii nor shall the annual rate be more than $25,000 per 

12 annum. 

13 (d) The retention bonus for the entire period covered by 

14 the agreement in paragraph (2) shall be paid at the beginning 

15 of the agreed upon term of service. 

16 (e) Any physician failing to complete the agreed upon 

17 term of service, except where such {**we is through no fault 

18 of the individual, shall be obligated to refund to the govem- 

19 ment the full amount of the retention bonus for the period 

20 covered by the agreement plus interest as determined by the 

21 Secretary after consultation with the Secretary of the 

22 Treasury. 

23 FOEEIGN MEDICAL GRADUATE DEM0N8TBATI0N PROJECT 

24 Sec. 208. (a) The Secretary shall establish a 3-year 

25 demonstration project in the Indian Health Service which 
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1 utilizes foreign medical graduates to assist in th? delivery of 

2 health care in IHS hospital facilities. 

3 (b) The Secretary shall conduct the demonstration 

4 project at not less than 2 IHS hospitals which have the staff 

5 capability to provide orientation, training, and supervision to 

6 the foreign medical graduates selected to participate in the 

7 demonstration project. 

8 (c) The Secretary shall develop a program which pro- 

9 vides orientation, training, and supervision to the participants 

10 in the demonstration project which — 

11 (1) assesses the abilities of each foreign medical 

12 graduate participating in the demonstration project, 

13 (2) provides individualized orientation and training 

14 to each participant, 

15 (3) provides individualized work assignments 

16 based upon the individual's training, experience and ca- 

17 pabilities, and which are under the supervision of an 

18 IHS medical officer, and 

19 (4) prepares each participant to obtain a license as 

20 a physician assistant. 

21 (c) The Secretary shall select at least 10 individuals to 

22 participate in the demonstration project who satisfy the fol- 

23 lowing criteria — 

24 (1) had been licensed to practice medicine in his 

25 or her country of origin; 
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(2) had practiced medicine in his or her country of 



2 



origin for at least 5 contmuous years; 



3 



(3) are proficient m the oral and written use of 
the English language; 



4 



5 



(4) have obtained citizenship or status of perma- 
nent residents of the United States; and 



6 



8 



7 



(5) originate ^om countries which are friendly 
with or allied with the United States. 



9 



(d) By the date that is no later than 3 .^'ears after enact- 



10 ment of this Act, the Secretary shall submit a report to Con- 

11 gress on the demonstration project which shall include rec- 

12 ommendations for maintaining and expanding the demonstra- 

13 tion project as a means of enabling the Service to more effec- 

14 tively deliver health care. 

15 (e) There are authorized to be appropriated such sums 

16 as may be necessary to carry out the provisions of this 

17 section. 

18 BEPOBT ON BECBUITMKNT AND RETENTION 

19 Sec. 209. (a) The Secretary of Health and Human 

20 Semces shall establish an advisory panel composed ol — 

21 (1) 10 physicians or other health professionals 

22 who are employees of, or assigned to, the Indian 

23 Health Service, 

24 (2) 3 representatives of tribal health boards, and 

25 (3) 1 representative of an urban health care orga- 

26 nization 
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rhe Chairman. Senator Melcher, I am certain you would like to 
make an opening statement. 

STATEMENT OF HON. JOHN MELCHER> U.S. SENATOR FROM 

MONTANA 

Senator Melcher. Thank you very much, Mr. Chairman, and 
thank you very much for schedul -7 this hearing. I really welcome 
this opportunity to have th^ hearing on S. 1475. 

We're facing a very tough situation right now in Indian Health 
Service, without a sufficient supply of physicians and nurses and 
lab technicians. And unless steps are taken to correct that situa- 
tion, and turn it around, we see a tough situation deteriorating 
into a very serious crisis. 

I believe that it's a trust responsibility of the Federal Govern- 
ment to provide health care, clinical facilities, hospital facilities for 
Indian people. And unless those facilities and health care continue, 
there's a million American Indians where their health is indeed at 
risk. I hojie we can pass a bill very quickly. The bill does provide 
for incentives and increases in pay being basic for that, but also 
the opportunity to have decent living conditions and living situa- 
tions for the families of the health care professionals. That's also 
given some encouragement in the bill. 

If we can pass a bill this Fall, perhaps we can turn the tide and 
instead of a declining number of physicians and nurses and lab 
technicians, we'll first of all, hold what we've got, and add to it 
with recruitment after that. 

Thanks again, Mr. Chairman, for having this hearing, and for 
your co-sponsorship of the bill, which is extremely important, and 
for your continuous efforts to help Indians on health matters, as 
well as other matters. 

[Prepared statement of Senator Melcher appears in the appen- 
dix.] 

The Chairman. Thank you very much. 

I would like to call upon the distinguished Vice Chairman of this 
committee. 

STATEMENT OF DANIEL J. EVANS, U.S. SENATOR FROM WASH- 
INGTON, VICE CHAIRMAN, SELECT COMMITTEE ON INDIAN AF- 
FAIRS 

Senator Evans. Thank you, Mr. Chairman. 

I'm i^rticularly interested in this legislation. I think of all of the 
legislation we have had before us this year, this could rank among 
the yer:' most important. Tm certain we need to develop both im- 
mediate and long range solutions to the problems of clinical staff 
shortages. 

I'm sure you're aware, Mr. Chairman, vividly, that American In- 
dians have a lower health status than the general U.S. population, 
and unfortunately the primary resources provided to improve or to 
elevate that Indian health, are terribly low. This hearing is an im- 
portant step toward finding out the resources, the programs and 
the solutions needed to address these problems. 

I commend Senator Melcher in his efforts for resolving the issue. 
You could say at the outset, Mr. Chairman, that I have some reser- 
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vations about lack of long term methods for addressing the prob- 
lems, and legislation, I hope, will focus on a comprehensive ap- 
proach. A comprehensive approach which considers the community 
needs of Indian people, and derives much from their ideas and 
their counsel with us. I am hopeful, and I do believe that there are 
solutions to these problems, and look forward to this hearing, 
where I am sure the witnesses will describe for us the obstacles, 
and hopefully, some of the solutions for improving the recruitment 
and retention of health professionals in the Indian Health Service. 

The Chairman. I thank you very much. 

Senator McCain. 

Senator McCain. No thank you, Mr. Chairman. 

The Chairman. Senator DeConcini. 

Senator DeConcini. Mr. Chairman, thank you. 

I have no prepared statement, but Fm interested in the subject 
matter, and compliment Senator Melcher for his leadership in in- 
troducing this and you holding the hearings on it. I think there is a 
great need there, and Fm certainly interested in the details of the 
legislation, and how do we finance it. To me, as Senator Melcher 
said, there is an obligation and responsibility for Government to 
provide the adequate health personnel, which we certainly have 
not done. So I thank the Chairman for the hearings today. 

The Chairman. Thank you much. 

I agree with all of you that if nothing is done about the present 
situation, we may be faced with a real crisis a few years down the 
road. I have seen statistics that would suggest that we have surplus 
of physicians in the United States, and this surplus will grow. How- 
ever, to expect this surplus to move into reservations, may not be 
pragmatic or realistic. 

I would think the surplus doctors, as I told some of my friends, 
would prefer to serve in San Francisco, than on the Navajo Reser- 
vation. What we have to do is to provide these doctors with certain 
incentives. And this bill, I believe, will provide some of these. 

Our first panel consists of Ms. Ellen Smith, Analyst, Office of 
Technology Assessment, and Dr. Emery Johnson, former Director 
of Indian Health Service, of Rockville, Maryland. 

Dr. Johnson, Ms. Smith will you come forward? 

Welcome Ms. Smith. 

Ms. Smith. Thank you. 

The Chairman. It is because of your report that we are here. 

STATEMENT OF ELLEN SMITH, ANALYST, OFFICE OF 
TECHNOLOGY ASSESSMENT, WASHINGTON, DC 

Ms. Smith. I worked on the larger study of Indian Health Care, 
the one that was published in April 1986 by the Office of Technolo- 
gy Assessment, and also on the follow-up study of clinical staffing, 
which is the report that Til be talking about today. 

As you pointed out, it has become apparent that there will be- 
that there already are — shortages of staff in the Indian Health 
Service, and that because of the Indian Health Service's depend- 
ence on the National Health Service Corps for its new recruits, the 
shortage is likely to become mpch more serious very soon. It will 
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be 1988 and thereafter. So we're talking about an immediate prob- 
lem. ^ 

ril try to summarize my testimony here. As you know, IHS oper- 
ates both a direct care delivery system, and also a contract health 
care system. The contract care system is designed to purchase serv- 
ices that are not available from the Indian Health Service from the 

Envate sectc. This program has been limited in the past by its 
udget, and in fact, services from the contract care program are 
frequently rationed. 

The direct care program of hospitals and clinics is spiffed by ap- 
proximately 10,400 individuals, about 750 physicis and 2,800 
nurses. Different sources that I reviewed for this s r indicated 
that the current staffing, this 10,400 level, probably u. ibout 10 to 
20 percent short of what IHS would need or would want to have to 
deliver the level of services they're providing now. Again, budget 
constramts are a factor in this because nearly 10 percent of the 
staff positions, about 1,100 positions, are vacant at any given time, 
not throughout the entire year, due to lack of funding. These are 
called the recurring vacancies. 
The Chairman. Can you repeat that again, 1,100 physicians? 
Ms. Smith. About 1,100 positions, not physicians, total people, 
out of the 10,400. 

One of the reasons for this problem is that IHS has difficulty re- 
taming the physicians that work for IHS. The majority of them 
now 45 percent probably, are in the National Health Service Corps, 
which raeans that when they're done with their obligated service, 
they re no longer obliged to serve in the Indian Health Service. 
And, m fact, only about five percent of those physicians will stay 
even one more year. Even of the voluntfuty physicians that are re- 
cruited, not many more than 5 percent will remain after their first 
2-year assignment. So reter ion is a very serious problem in main- 
tammc the staffing level oi physicians. In fact, IHS estimates that 
It needs to replace about 200 physicians out of this 750 or 800 e /ery 
year. So, that s a major problem. 

My study did not address nurse staffing as much, but recruiting 
an adequate number of nurses also is a very severe problem, espe- 
cially in some areas. And you probably know that nursing as a pro- 
fession is not growing at this time, and so nur^e staffing also will 
become a more serious problem. 

There are some tables attached to the testimony that show the 
availability of National Health Service Corps physicians to the 
Indian Health Service. They indicate that after 1988, there will be 
very few physicians available, and the number that will be avail- 
able will not be only for the Indian Health Service, but will also be 
needed to staff community health centers, Federal prisons, and 
other Federal facilities. 

The reason that the National Health Service Corps will have 
very few physicians is that the program is gradually being phased 
out. Since 1980 there have been very few new scholarship awards, 
so that as of the last information I had in 1986, there were only 
about 50 National Health Service Corps scholarships funded. So 
this is why the source has dried up. 

The justification for phasing out the program is that to be a sur- 
plus of physicians is expected in the United States in the near 
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future. There iR some debate and some questions about this as* 
sumption. But even if there were to be more physicians who were 
relocating to rural areas, it would not necessarily help the Indian 
Health Service, because in order for those physicians to serve 
Indian patients, they would have to be employed by the Indian 
Health Service. That means the Indian Health Service has to re- 
cruit them, which means that the Indian Health Service has to pay 
for them. The Indian Health Service can offer a three-year resident 
family practice pl^ysician only about $45,000 a year to start. Many 
rural communities can do better than that. So the surplus is not 
necessarily going to solve the problem. 

One other point that I want to make is about the Public Health 
Service Commissioned C!orps, which has always been a major factor 
in the Indian Health Service. The Commissioned Corps has provid- 
ed services for many years on the reservi tions. They represent 
about 20 percent of the total IHS work force, hut about 80 percent 
of IHS physicians are in the Commissioned Corps. So any changes 
in the Commission Corps, obviously, could have a major effect on 
the Indian Health Service, and on its physician staffing. As you 
know, the Surgeon General has tedked about a plan to revitalize 
the Commissioned Corps. I personally am not entirely familiar 
with that plan, but, obviously, it's something that the Indian 
Health Service would need to keep track of to see what the effects 
might be. 

There has been some criticism of the Commissioned Corps. It has 
been argued that the Corps is anachronistic and it's too expensive. 
But for example, the Navajo area compared their actual costs of 
using civil service phvsicians with the cost of using Commissioned 
Corps physicians, and found that because of the need to pay over- 
time for civil service. Commissioned Corps physicians actually were 
less expensive to use in the Navajo area, and probably in other 
areas ^ja well, than the civil service. 

I bring this up because of the provision in Senate Bill 1475 that 
would eliminate the oip on overtime pay for civil service physi- 
cians. This is my personal opinion, but I would just urge that tnat 
provision be carefully considered. Even with the cap on civil serv- 
ice overtime pay, civil service physicians in the field can earn up to 
$69,000 a year, whereas Commissioned Corps physicians make 
maybe $45,000 on an average. If you remove the cap on overtime 
pay to civil service physicians, the disparity between Commissioned 
Corps and civil service could become much greater, maybe twice as 
much. I think that would have a terrible effect on your Commis- 
sioned Corps staff. 

Also, unless you provided funding for that overtime pay, it could 
really create a lot of difQculty in managing the sei*vice unit budg- 
ets, rerhaps toward the end of the year when they are running out 
of money, they would be forced to cut back on other staff in order 
to continue to pay overtime to their physicians. One thing I did 
learn in studjring the Indian Health Service is that the staffing and 
ppy questions are very Ci^mplex and have been worked out over 
many, many years, ana s imd be approached with caution. 

The Indian Health Service is now making, an increased effort to 
recruit physicians on a voluntary basis. They had a task force that 
pointed out their needs and developed some strategies, and they're 
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implementing that plan this year. They were more successful than 
last year. I think they recruited 63 voluntary physicians compared 
with the usual about 50, and they got about 140 physicians from 
the National Health Service Corps. So it looks like for this year, 
they managed to make the 200 target they need. However, you can 
see that the majority of these new physicians are from the Nation- 
al Health Service Corps. And as their numbers decline, there really 
are serious questions about whether the voluntary recruiting pro- 
gram can successfully recruit up to 200 physicians a year. They've 
never been able to do it before. 

Obviously, there are serious obstacles to recruiting for the Indian 
Health Service. It's not just the salary. It's also the fact that these 
are very isolated locations, and some of the facilities are not new, 
they don't have all the new equipment. IHS facilities don't have all 
the support staff that physicians coming out of a university teach- 
ing hospital might expect to have. There are other obstacles as 
well 

Congress can continue to support the Indian Health Service in 
its efforts to recruit voluntary physicians, but there seems to be 
agreement that there needs to be a means of recruiting obligated 
physicians, like the National Health Service Corps, to replace Na- 
tional Health Service Corps physicians that are lost. The general 
consensus that I heard is that a loan repayment program is prob- 
ably the best approach to take at this time. And that's what is 
being considered by this bill. 

Finally, and I think Dr. Johnson will talk about this more, it's 
not only a matter of recruiting physicians. The problems of retain- 
ing the staff are really very severe. Unfortunately, the problems of 
retaining staff are much more complicated than recruiting them, 
because it de^jends on the quality of the overall system — the qual- 
ity of the hospitals and all the support staff. This is a problem area 
that sometimes goes beyond the Indian Health Service into things 
like community services, and housing, and the participation of 
tribes in making people feel welcome in their communities. The 
provisions in S. 1475 try to address some of the problems of reten- 
tion, and that certainly is useful. 

Thank you. 

[Prepared statement of Ms. Smith appears in the appendix.] 
The Chairman. Thank you very much, Ms. Smith. 
Dr. Johnson. 

Dr. Johnson. Mr. Chairman, I have a prepared statement that I 
would like to have submitted for the record. 

The Chairman. All of the prepared text will be made part of the 
record. 

STATEMENT OF DR. EMERY JOHNSON, M.D., FORMER DIRECTOR, 
INDIAN HEALTH SERVICE, ROCKVILLE, MD 

Dr. JoHNS'^N. Then I would just like to summarize a few points 
from that testimony and in support of Ms. Smith's comments. 

I agree with the findings of the Office of Technology Assessment 
on the clinical staffing. I think the findings are correct. And I want 
to emphasize first, that the problem of clinical staffing is, in fact, 
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real, and it's an immediate problem. It is not theory, it's not hypo- 
thetical. 

The problem is not only with physicians. We always want to talk 
about physicians. But I want to reemphasize what Ellen said, that 
the nursing shortage is also going to cripple the program if we 
don't get a handle on it. And that is an extremely difficult one as 
well, because it's an overall shortage of nurses. I have a daughter 
who's a registered nurse out at a hospital in Bethesda. And I hear 
every night the stories of the nursing shortage and the difficulty 
that they have or keeping anywhere close to a full staff right here 
in this metropolitan area. And so you can imagine the problem of 
retaining a nursing staff at Pine Ridge or Rosebud or places like 
that. 

Another point to make is that this is a real problem because 
we're dealing with real people. The patients out there are real 
people and they're in need of medical care and nursing care. It's 
not a hypothetical issue. It is a real problem. If we don't have med- 
ical staff, nursing staff, Indian people are not going to get health 
care. And they're the ones then that are going to be suffering, and 
they're the ones that are going to be in pain. And so, we've got to 
deal realistically, up front, and immediately with that kind of a 
concern. 

Ellen mentioned retention. And I want to emphasize that. The 
real issue here is retention, not recruitment. The Indian Health 
Service has recruited enough physicians to last them into the 21st 
century. But the retention rates of 5 percent clearly indicate that 
that's where our problem has got to be. Retention is not something 
that is susceptible to easy and quick solutions. We have some ways 
to deal with recruitment, but retention is a longer term issue. And 
again, I think that we ought to look in this bill, of those factors 
that are related to retention, as beginning to build that foundation 
of support that we need for the long term solution to the problem, 
which is, in fact, retention. 

Ck)ngress has a role to play. The Indian Health Service has a role 
to play, and I want to emphasize that I think the tribal govern- 
ments have a major role to play. And again, one of the issues in 
this bill is to try to impress upon the tribal governments the impor- 
tance of the role that they can play and should play, and many of 
them have played, in this whole issue of recruitment and retention. 

The bill that we have before us, I think, is the best immediate 
solution to hold of!' the crisis that's coming down the road. I know 
of no other alternative to address the problem, than the things that 
we have in this bill. But I want to encourage again, the committee, 
to think about the long term solution. What does it take for reten- 
tion? Ellen has mentioned some of them. You've got to have decent 
clinical facilities, adequate medical equipment, and radiology 
equipment. You've got to have adequate nursing staff, and support 
staff. You've got to have adequate staff housing. But there are a 
couple of things that sometimes we forget about. 

One is that to get the kind of people that we really want, the 
kind of physicians, nurses, dentists, other professional staff we 
really want, they need to be part of and feel themselves part of a 
program that is really accomplishing something, not just holding 
back the tide, but part of a dynamic, moving program that is doing 
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real things in concert with the tribal communities to improve the 
health of those people. That's the way we get the kind of profes- 
sional staff that really pays off in the Indian Health Service. And 
how are we going to get that? 

We talked about this in the oversight hearing in February, and I 
want to talk about it again. WeVe got to come to some understand- 
ing about supporting a stable budget for the Indian Health Service. 
We go through this annual ritual, when the President comes in 
with a budget request that would decimate the program, if Con- 
gress had ever gone along with it. And this has been going on for 
y€»ars. 

And what happens, when this occurs? The doctors out in the 
field, they don't understand, as we do within the Beltway, that a 
president s budget is just a proposal. It is not a reality. During the 
12 years I was Director of the Indian Health Service, I never had to 
live with a presidential budget request. But the doctors out in the 
field, in Kayenta or Kotz'^bue, or wherever they are, they see this. 
The doctor's already stressed; his nursing staff is already short; 
and he sees a budget that proposes that he may lose 10 percent of 
his nursing staff and his support staff. He looks at contract health 
services; he already can't get all the specialty consultation he 
needs; he already has a waiting list of patients for elective surgery. 
And the doctor says, that's going to get cut back 24 percent. He 
says, I cannot practice that way. So what happens, between the 
time that the President's budget is presented in January, and the 
time we finally get one passed in September or October, many of 
these — the best folks, the ones that have the high professional in- 
tegrity and so forth— they're saying we cannot practice under these 
conditions, and they're gone. It is too late for them. We have lost 
them by the time the Congress wisely rejects the President's 
budget proposal, and we start all over again. 

And what we '\o here, Mr. Chairman, is we create a vicious cycle. 
As we lose people, new people who could potentially be recruited, 
say, whoops, just a minute, do I want to get myself into the situa- 
tion where the program is going down hill, where we've got less, 
the c uality of care is going to be even less? Can I professionally 
work in that kind of a situation? So you have people who might 
come on board in a dynamic positive program, who say, I don't 
think I really want to get involved. So you lose potential recruits. 
At the very same time, what's happening, is you're losing the good 
people wlio say, I can't continue to practice under these circum- 
stances. So it's a circular thing. As you lose recruits, you don't get 
the recruits. As you lose recruits, you lose more. It's like a tobog- 
gan slide; once you get started down that slippery slope, who knows 
where you can stop. So Td like to encourage us not just to look at 
recruitment/retention in the traditional sense, but to look in terms 
of how do you provide the kind of stable commitment to t^e pro- 
gram so that physicians and nurses and other professional staif can 
expect that they will be able to practice, year after year, an ade- 
quate and reasonable level of quality of care. 

Now, at the same time, if the National policy of Indian Self-de- 
termination, the trib'" taking over and managing their own pro- 
grams, is in fact what we're all about, and I firmly believe it is, 
this process is the greatest barrier to the success of the self-deter- 
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mination process. Because what tribal leader is going to want to 
assume the responsibility for a health program in the face of the 
annual threat to pull the rug out from under it, and so that he's 
going to have to say to his people, I'm sorry, but our health care is 
going to be worse next year? 

So we've got two things here. We've got tne recruitment/ reten- 
tion issue as it relates to Indian Health Service, and just providing 
basic care. We've also go the problem of supporting the Congress, 
the law, the President's policy really, of Indian Self-determination. 
And by not addressing this issue, we are really applying a barrier 
to both of those. 

Well, let me get on to the specifics in the bill. As I have men- 
tioned earlier, Ellen Smith said, and I quite agree, that the loan 
repayment program that is identified in this bill is the one single 
thing that I know we can do immediately to stem the tide. Scholar- 
ships are fine, and they have served well, but the lead time for 
scholarships is entirely too long to be of any immediate help. That 
pipeline was cut several years ago. To fill it up again is going to 
take too long and there are other reasons that I could give you why 
I think loan repayment may very well be the best way to go, even 
over the long term. 

However, I've got a couple of comments about it. One is that I 
think that we ought to add to the loan repayment a provision to 
allow those volunteer professional staff who are already out there 
to be permitted to participate in the loan repayment program. 
They have already made a commitment to come out and work in 
the Indian communities, and it would seem unfair to provide loan 
repayment for somebody that is now recruited off the street, but to 
deny those people who are now volunteers, who are not on obligat- 
ed services, participation in a loan repayment program. I laiow of 
more than one out there who I think could be retained. If they 
have heavy loans to repay, they can't pay those loans on the salary 
they're going to get in the Indian Health Service. But if we offered 
them loan repayment, to stay another two years, or whatever, I 
think that there are some physicians out there who would stay 
with us for another period of time, if we allowed them to have loan 
repayment. 

1 mentioned that the scholarships are not the basic solution here, 
but I would like to qualify that by saying I think we need to look 
differently at the Indian Health Service scholarships that are in 
Title I of the Indian Health Care Improvement Act. I think they 
are serving a quite different purpose. They're serving a purpose to 
try to eliminate the tremendous disparity we have in Indian people 
in the health professions. We're not going to trickle down any kind 
of a system that is going to provide support for Indian physicians, 
nurses, dentists and so forth, really other than the Indian Health 
Scholarship Program. And I think it's also important that we have 
Indian people providing services to their own people. And they 
can't do that unless we have a mechanism for them to be trained. I 
think the Indian Health Scholarship Program in Title I of the 
Indian Health Care bill is a very critical one. And I don't want you 
to think my comment about scholarships in general, in any way 
suggests that the Indian Health Service scholarships are not 
needed— quite the contrary. And I would encourage the committee 
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to move ahead on S. 129. I think it's a critically important bill, and 
the IHS scholarship program is one that I think needs to be contin- 
ued. 

We also have in S. 1475, a number of provisions for pay, for 
salary. As Ms. Smith said, it is a very murky issue when you're 
trying to compare salaries between Commissioned Corps and civil 
service. It's murky when we're comparing those salaries to private 
sector salaries and so forth. But I think one thing is perfectly clear, 
that the salaries in the Indian Health Service are substantially 
below the salaries, regardless of what personnel system you're in, 
they're substantially below the salaries that you're going to find 
out in the private sector. And remember, we are in competition, or 
the Indian Health Service is in competition with the private sector, 
for these kinds of people. 

Now, the pay in the Indian Health Service has never been equiv- 
alent to the private sector, and I don't suspect it ever will be. And 
I'm not sure it ever should be. But there comes a level when that 
disparity gets to some certain level, and I can't precisely identify it, 
when it really becomes a serious barrier. And I think we have to 
provide mechanisms to close that loop to some degree. Now reason- 
able people can disagree upon the method, and I'm sure you'll have 
discussion from the Administration of their concerns about various 
things, but I think what we should not disagree on is that we must 
do something. To simply say we need flexibility, and we need to 
think about these things; we don't need to think about these 
things, we need, first of all, to use the authorities that are already 
in statute, and apply them in an intelligent way, and if the Admin- 
istration is not interested in applying the authorities they already 
have, then maybe Congress has a reason to be a little more explicit 
as to what they want tnem to do. 

On some of the others, when we're looking at new authority, I 
think one can argue whether this particular bonus approach, or 
this other one is better. And I'm not an expert in that particular 
field, but I do believe that we must do something. Status quo is not 
going to help us either for recruitment, and it certainly is not 
going to help us for retention. We must deal with the salary issue 
if we're going to make any kind of headway on retention. 

I'd like to add my personal support to the efforts in this bill to 
call attention to the importance of tribal governments' role in re- 
cruitment and retention. Now, I've said for a long time, the Indian 
Health Service may be able to recruit, but the principal mecha- 
nism for retention is ultimately going to be in that tribal govern- 
ment, and that Indian community. And I think the bill, in many 
ways, is really giving a clear message to the tribal governments 
that tho Congress believes and encourages them to take that active 
role through the demonstration projects, through the training in 
Indian culture. All the participation that we are really looking at 
in this bill are ways to stimulate the tribal governments to want to 
get more actively involved. Some tribal governments have done a 
super job. And I could give you some examples. And when they do 
really participate in a meaningful way, it does make a difference in 
recruitment, and it makes a positive difference in retention. 

The tort liability is another one that I think is important. It 
hasn't anything to do with retention/recruitment, but it has some- 
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thing to do with the other major principle that I talked about, and 
that is the principle of se^f-determination. The tribes are having 
great difri;;ulty. And I was at a meeting in California earlier this 
year when an expert in malpractice made a presentation to the 
Tribal Health Programs in that State, and painted an extremely 
loomy picture of their potential for even being covered under any 
ind of a malpractice insurance plan. I think that's another one of 
these barriers that the tribes are going to bump into. It says, gee, 
we can't afford to get into the business of taking over and operat- 
ing the program, because we're going to get into this burden of self- 
determination, and we're going to get stuck with the malpractice 
issue. So I would encourage you to seriously consider that as an 
issue. 

I'm prepared to respond specifically to any question. I basically 
support the bill as written, Mr. Chairman. 

fPrepared statement of Dr. Johnson appears in the appendix.] 

The Chairman. I can assure you. Doctor and Ms. Smith, that we 
have many questions to ask. 

There is a vote pending in the Senate at this time, so we will call 
a short recess. 

[Recess.] 

The Chairman. The hearing will please come to order. 

The Chair would like to recognize the author of the measure, 
Senator Melcher. 

Senator Melcher. Thank you, Mr. Chairman. 

Emery, on the question of there being a lot of doctors, and there- 
fore we shouldn't have much of a problem, I think you address that 
in your comments and in your prepared testimony. What's the 
basic thing going to be for retention, isn't it pay? 

Dr. Johnson. Senator Melcher, I think that there is a minimal 
level of pay, or I'd say sort of a minimal disparity between the pay 
in private sector and the pay that you have to provide in the 
Indian Health Service. I don't see us having to be dollar for dollar 
comparable, because I think we're looking for the kind of physician 
who is interested in providing a really unique service. The really 
best docs that we've got are those that are out there who have a 
commitment to Indian people and a desire to provide service to 
that particular population, to be in a dynamic, moving program—- 
seeing the elevation of health status, looking at communities 
rather than necessarily individual patients. So pay is terribly im- 
portant. Senator Melcher, but I don t think it is the only thing. 

And that's why I'm really saying that if we don't have the envi- 
ronment in which physicians and nurses can practice, and feel that 
they are making a commitment and a contribution, and things are 
getting better, the health of that community is improving, the 
quality of care, the access to care, these things are getting better, 
year by year, day by day we lose something. I'm sure Dr. Rhoades 
may not agree with me, but if we were recruiting people solely on 
the basis that we're going to pay you the most money, I'm not sure 
we d always get the kind of doctors we need. My concern right now 
is that we're not anywhere close to being competitive and we 
should not ask the doctor to make a major sacrifice in his income 
in addition to the sacrifice he may be making in living in some of 
the less desirable parts of this world, and living without amenities 



ERLC 



38 



35 



and so forth, that many of them have been brought up to expect. 
So I think it's a balance, Senator Melcher, and I think that's my 
plea here. We need to look at balance. 

Senator Melcher. Well, granted that it's balance, but what's the 
beginning pay now? 

Dr. Johnson. Oh, I think it's somewhere in the $40,000 range. 

Senator Melcher. After 2 years it's going to be still somewhere 
near there, isn't it? 

Dr. Johnson. Not much more. It's way, way low. Senator Mel- 
cher. 

Senator Melcher. And it isn't after the 2 years that we're talk- 
ing about? 

Dr. Johnson. For retention, I think that's true. 
Senator Melcher. Isn't that the problem, retention? 
Dr. Johnson. Yes; that's, in my judgment, the principal problem. 
Senator Melcher. So the pay after 2 years is going to be some- 
thing less than $50,000 probably? 
Dr. Johnson. I would think that's correct. 

Senator Melcher. And that has to be compared to what, $80,000? 

Dr. Johnson. It's $80,000, $100,000, depending on your specialty, 
even more if you're in certain specialties. 

Senator Melcher. So the disparity is just too great? 

Dr. Johnson. Yes; the disparity is just way, way too great. 

Senator Melcher. The IHS task force in 1986, says that the 
scholarship program has in the past provided up to 60 percent of 
IHS physician manpower. As this supply of obligated physicians 
plummets, and it's feared that many of the remaining physicians 
will leave due to severe staffing shortages, and our volunteer, non- 
obligated physicians expressing interest in the IHS has decreased 
in spite of the overall increasing supply of physicians. 

Now this is 1986, that's just last year. So all right, we have more 
physicians, but the IHS task force says that it just isn't going to get 
there. Is that your assessment? Do you agree with that? 

Dr. Johnson. Absolutely. This grand idea that this surplus of 
physicians somehow or another is going to flood the land, simply 
doesn't happen. This is not just the issue, I think, of the Indian 
communities. 

Look at Poplar, MT. For many, many years there were private 
practicing pnysicians in Poplar, MT. We closed the Indian hospital 
in the late 1950's, and built with Federal money, including a lot of 
Indian Health Service money, the Poplar Community Hospital. 
And there were private physicians in that town serving the non- 
Indian population, and there were Indian Health Service physi- 
cians serving the Indian population. In the mid-1960's, I recall, the 
late 1960's perhaps, the last private physician left. And so we had 
to work out an arrangement so the Indian Health Service physi- 
cians were providing medical care to the entire community. That 
went on for years. 

I understand we now have a private physician there who got 
there because of the National Health Service Corps and the Indian 
Health Service. But, that's part of the problem. Senator Melcher. 
We aren't getting private physicians even into the private sector in 
some of these rural areas. And to expect some of them to get it in 
these remote Indian reservations, I think, is unrealistic. 
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Senator Melcher. Emery, what do you think of making a deter- 
mination as the IKS report recommends, making a determination 
by IHS, if the special means might be developai to hire foreign 
medical graduates. What do you think of that? 

Dr. Johnson. Well, I have some reservations about foreign medi- 
cal graduates. Senator Melcher. We have had in the Indian Health 
Service some very excellent foreign medical graduates, well 
trained, competent, and culturally sensitive and very good. We 
have also had some unhappy results. 

The problem that we run into is not unique to Indian Health 
Service. The literature is full of discussions of foreign medical grad- 
uates. The State Boards of Medical Examiners have had an enor- 
mous amount of difficulty, credentialing these people, trying to 
make sure that they in fact went to the medical schools, and that 
they are competent and so forth. And my concern is that if State 
Boards of Medical Examiners, who are unable to— that's their 
major business, that's what they're in business for— have trouble 
doing this, then I'm not sure how we can expect the Indian Health 
Service, with all of its functions and all of the pressures that it has 
to handle that function. 

The approach that is being used in the bill, however, I think is 
something else again. Because what you're doing there, is in a 
sense, setting up a developmental process, if properly handled, so 
that the Indian Health Service under good controls, and I think 
that's what the bill is talking about, would bring on foreign medi- 
cal graduates in a very carefully supervised position, and work 
with them, and try to understand over the period of this demon- 
stration not only— we talk in the bill, I think, about using them as 
physicians assistants. I could see the potential of learning from this 
what is necessary to understand the capability, the credentialing 
and the competence of these folks, and perhaps then use that as a 
basis for coming back for additional legislation to deal with, for ex- 
ample, the mechanism of having that year of approved internship, 
and residency and so forth, in return for obligated service. I can 
see the potential of this moving into that. 

I would not be supportive of some general policy of the Indian 
Health Service just taking in foreign medical graduates to close the 
gap. I think we could get into some serious problems with that But 
I am supportive of the approach that's being used in the bill if that 
is done with good judgment and careful control. I would be quite 
comfortable that the Indian Health Service would do it that way. I 
think at the end of that period of demonstration, we would in fact 
know how we could move from that, if we should move from that 
and what we ought to do. 

Senator Melcher. Thank you. Doctor. 

The Chairman. Thank you. 

Do you believe that the number of physicians funded by IHS 
would be adequate to meet the health needs of the Indian people? 

Dr. Johnson. Mr. Chairman, I do not believe that the current 
number of physicians is adequate to meet the current needs, let 
alone the needs that we see coming up in the future. And I would 
suggest that it is not just physicians. I think it includes nursing 
staff and other support staff as well. The Indian Health Service has 
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historically been expected to provide substantially more medical 
care than I think that they've ever been funded to provide. 

The Indian Health Service, unfortunately, for over 30 years has 
been rationing medical care. We talk about it nationally, as having 
to get into the concern of how do we ration medical care as a 
Nation. The Indian Health Service has been in that business since 
July 1st of 1955. That was the day after I came on board. And 
weVe been fighting that battle for that entire period of years. It is 
not something that physicians enjoy doing. Thank goodness we've 
had enough doctors out there who cared about their patients, that 
are willing to make the kind of acco nmodations. 

But as I mentioned earlier. Senator Inouye, there gets a point 
where the physician says, I can't continue to practice if the quality 
is going to drop any more. We have sort of a threshold as physi- 
cians, we always want to achieve the very best, but we will make 
some accommodations, until we get to a certain point and then we 
have to say we can't do this anymore. And I think that's what con- 
cerns me, as we talk about losing our current level of physicians. It 
bothers me as we see populations increase, not necessarily with 
commensurate increases in the level of physicians and other staff 
to sen/e that population. The kind of stresses, I think, then begin 
to ?rode the program and eventually, I think, the program could 
simply come unstuck. 

The Chairman. I believe in response to Senator Melcher's ques- 
tion, and Dr. Rho^des can verify this, the incoming physicians 
under IHS gets $45,000 per annum, and the scale for physicians 
outside would be from a low of about $60,000 to a high of about 
$100,000. 

Dr. Johnson. That's probably about right. 

The Chairman. You have indicated that this measure would 
serve the present needs, or the immediate needs, the immediate 
crises, and on a long term basis it does not address the problem 
adequately. What changes would you suggest to make this address 
the long term problem? 

Dr. Johnson. Well, the loan repayment, I think, is the immedi- 
ate, as you suggested, the immediate stop gap measure. There are 
some things in this bill that I think do address long term retention. 
I think clearly, those initiatives to deal with more appropriate pay. 
That is a retention issue, not just a recruitment issue. 

The Chairman. What v/ould be the threshold— you spoke of a 
minimal amount? 

Dr. Johnson. I don't really know that I can give you a precise 
amount. Certainly, you know, when you're 20, 25, 30 percent below 
the outside, that s not reasonable. Five percent, maybe. We've got 
to come closer than 20 percent deficiency, or 30 percent deficiency. 

The issues in the bill that relate to trying to encourage and sup- 
port the tribes to be more involved in the retention of their medi- 
cal staff, I think, that's classically an important thing. We need to 
pursue that. 

The support of those programs, for example, the INMED Pro- 
gram that we identify as mechanism to really not just—just pay 
people to go to medical scnool. It has a process that tries to encour- 
age kids going through the school system to aspire to medical and 
health careers early on. So you take the hard math and science, so 
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that youVe got the requisites to get into college to prepare for med- 
icine. And it has had a tremendous record of getting the kids 
through medical school. Their record of getting people to graduate 
from medical school, and to pass the State Boards, has been exem- 
plary. And we need things like that to get more Indian people 
trained in ths profession, to serve as role models, to provide serv- 
ices back in 'heir own communities. That to me, is a ^-etention 
issue. 

I think that weVe looked upon the issue, if we train kids who 
come from sinail rural communities, more of them are going to go 
back into the small rural communities. Not the 100 percent that 
some folks thought at one time, but more of them will tend to go 
back then if we take kids out vhe big cities, very few of them 
seem to want to drift off into the country. I think if we train 
Indian people, more of them are going to be amenable to living in 
Indian communities. 

There's a number of things in the bill, Senator Inouye, that I 
think are very clearly oriented toward retention. But there are cer- 
tain things the bill has not addressed, and I don't know that this is 
the appropriate bill to address. These, because we're really talking 
about these budget issues that we talked about in February. And I 
bring up, again, until we really come to grips with that, we are 
going to be turning off the good professional staff who say, nobody 
knows, nobody cares. I'm out here working my tail off, and all I get 
is "let's cut the budget some more." "Let's take away a few more 
nurses." That's, I think, probably the most significant. The rebuild- 
ing the physical plants is another issue. We can't have an Adminis- 
tration that comes in eve-y year and says, let's not build any more 
hospitals or clinics. We can't say, you can go out there, but you've 
got to bring your owi* tent to live in. If we're going to have profes- 
sional staff out in these isolated places there's no privcite housing 
market, we've got to have the housing for them to live in. Th^^t's 
what I mean, the long term solution is a broad based thing of pur- 
suing a whole series of things. 

But I think unless we pursue it across that broad front, we're 
going to be back here three years from now, five years from now, 
next week, with anc her kind of crisis. 

The Chairman. Ms. Smith, according to your survey, next year 
the last of the National Health Service physicians will be complet- 
ing their obligation. Is that correct? 

Ms. Smith. Not exactly next year. The information I had from 
the National Health Service Corps was that— and the numbers 
change all the time, because people are deferred— 1990 or 1991 
would be the last yeai they would have new physicians ready for 
placement. Each of those physicians would be obligated to serve 
anywhere frorn one to four years. What is important is that this 
year, in 1987, there were about 1,000 new physicians available for 
placement; but in the summer of 1988, there will be fewer than 
500. So there is going to be a big drop beginning next year. 

The Chairman. According to your survey, are we providing ade- 
quate health service to the Indian people? 

Ms. Smith. Well, the larger OTA assessment that was published 
in April, 1986, reviewed health status of Indians, and the IHS de- 
livery system and utilization, and according to that work, the 
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health status of American Indians anu Alaska Natives still ij= lower 
than that of the general American population. This means Indians 
have more health problems. 

At the same time, Indian utilization rates for outpatient visits 
were relatively high, but Indian patients were using inpatient care 
at a lower rate than average for the general American population. 
That suggests that considering their poorer health condition, Indi- 
ans were not getting all of the care they probably needed. 

The Chairman. What is the patient/physician ratio as compared 
io the general population? 

Ms. Smith. I think the total general population, both rural and 
urban, averages about 1.65 physicians for 1,000 population (1980). 
In non-metropolitan areas, it's something like 0.8 physicians per 
1,000. And the Indian Health Service averages 0.7. So it's some- 
what lower than other non-metropolitan areas, but not too much. 

The Chairman. I thank you very much. 

Our next panel consists of Ms. Suzan Shown Harjo, the Execu- 
tive Director of the National Congress of American Indians; Dr. 
Emmett Chase, President of the Association of American Indian 
Physicians; and Mr. Gary Karris, Executive DirectOi, Indians into 
Medicine, University of North Dakota. 

Ms. Harjo. 

STATEMENT OF SUZAN SHOWN HARJO, EXECUTIVE DIRECTOR, 
NATIONAL CONGRESS OF AMERICAN INDIANS, WASHINGTON, DC 

Ms. Harjo. Thank you. 

My prepared statement you have, and thank you for including it 
in the record. 

To summarize that statement, we do support the bill, and hope 
that it is coordinated fully with the other bills which, unfortunate- 
ly, have not gone through the process yet eithe.. We hope that spe- 
cial care is taken when you coordinate with the NHSC legislation, 
which is not Indian specific, and which we feel should be, when 
this bill goes back to the House. We think that could be problemat- 
ic. 

We would like to echo the points made by the distinguished 
panel earlier about the need to focus not only on physicians, but on 
nurses and nurse practitioners, because they are least able to 
access the loan system Therefore the paybacks are not very help- 
ful to them. 

We are in strong Sipport of the rpouirement in Section 203, that 
the IHS personnel leceive education in the culture and history of 
the Indian Nation and people with whom they are working. We 
hope that that means, and would like clarification that that means, 
also education regarding the traditional medicines, the traditional 
foods, and the tradit onal healing ways, if they are still applicable 
today, to those Indian peoples. We think this is most important to 
treating the whole person, and that it is vital that the personnel 
understand the culture and history. It is also vital that they under- 
stand the physiology, and the psychology, and the atmosphere, if 
you will, of the people where they are working. For many Indian 
Nations and tribes this is not, unfortunately, a consideration. For 
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many, however, it may be consideration, especially when we are 
dealing with the birthing and with the dying arts. 
. In title I of the bill, it says that a person is eligible for a loan 
repayiaent only if they are in a profession deemed necessary by the 
Indian Health Service. We request that the bill, or the regulations, 
require that this determination of necessity be based on actual 
data, and based upon tribal assessment of needs. We know that 
IHS does an assessment of needs each year, which if unfortunately 
does not share with the Congress, and we would hope that they are 
required to do so in the future under some legislation. T.M is one 
assessment of needs. It is not necessarily based on the tribal assess- 
ment of needs. And, we don't know, since it's not public, whether 
or not it is based on actual data. And, we would be interested in 
seeing that come forward, and of having this as a requirement in 
this legislation. 

We wonder if the penalty in section 104 for breaking a contract 
is severe enough, and wonder if that shouldn't be increased. Be- 
cause there are still people who break contracts because companies 
or communities are w^illing to pay the penalty to get the doctor, 
and that's even if they're three times greater. 

We request that the report for Section 105 also provide informa- 
tion regarding the number of people with scholarships and loan re- 
payments who are obliged to work in Indian facihties, and n A just 
to require the total number of people in loan repayment and schol- 
arship programs, but who actually ends up in the Indian facilities. 
And so we get an idea of what kinds of people and where they're 
working we're really dealing with, and how to target this in the 
future. 

We request that section 202 and section 204 provide that tribal 
colleges are eligible for grants under these sections. Section 202 
says they are eligible, but not specifically mentic ned. They ,/ould 
be eligible under it. Section 204, under that section, the t ibal col- 
leges would not be eligible and we think they f=hculd be eligible 
under 202 and 204. 

The testimony closes with information about the tribal colleges, 
and lists the numoer of new medical personnel needed when the 
Rosebud Hospital is constructed. And this is one of 12 IHS hospi- 
tals and clinics in the construction or construction planning stage. 

And the last paragraph of our testimony offers a specific sugges- 
tion regarding language which would include tribal colleges under 
section 204. 

Thank you very -nuch, and I do want to reiterate that we do sup- 
port the bill, and we'll be happy to continue working with the com- 
mittee staff and others to see that this ..ets enacted, and to help 
where we may in this coordination, whica we feel is so important 
And, I want to especially thank the sponsors of this legislation. It's 
a joy to see something positiv3 for a change. 

[Prepared statement of Ms. Harjo appears in the appendix.] 

The Chairman, Thank you very much, Ms. Harjo. 

Dr. Chase. 
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STATEMENT OF DR. EMMETT CHASE, PRESIDENT, ASSOCIATION 
OF AMERICAN INDIAN PHYSICIANS, OKLAHOMA CITY, OK 

Dr. Chase. I just wanted to go through my written stuff here 
first of all, and then I assume you're going to ask me questions 
afterward, otherwise I'll just go through everything that I wanted 
to cover. Is that the way it's going to work? 

The Chairman. If you would like to, you can just proceed. After 
the panel finishes, we'll be asking questions. 

Dr. Chase. OK. 

Well, I'm Emmett Chase, and I'm the president of the Associa- 
tion of Indian Physicians, and several of us went through the bill 
together and decided on these things as the main concerns of our 
association. 

If you look at my written testimony, on page 3, starting almost 
at the bottom, the last paragraph there, is where our actual deal- 
ing with the bill scarts. 

Title I, Section 101, Part (b), eligibility to participate in the Loan 
Repayment Program. Under paragraph (1), specifying that an indi- 
vidual be enrolled as a full-time student and in the final year. This 
paragraph should require that a student must have been enrolled 
as a full-time student in an accredited institution in the past. An 
individual should be able to demonstrate successful completion of a 
program leading to a professional degree. This would ensure that 
an individual would be immediately available for service rather 
than waiting for completion of the program. The same stipulation 
should be made for paragraph (2) for graduate programs. Para- 
graph (3) should add that an individual should achieve board eligi- 
bility/certification in a medical specialty or be certified in an allied 
health profession prior to loan repayment. This again would help 
to ensure the maintenance of higher quality health care delivery to 
American Indian people. 

Title II, other recruitment and retention provisions. A section 
should be added that addresses the problem of impaired providers 
as a quality assurance and retention strategy, meaning impaired 
providers, doctors with drug abuse problems, addiction, things like 
that. There should be a mechanism for identifying them, and ge^ 
ting them into treatment, and then thereby maintaining good qual- 
ity assurance. 

Section 205, paragraph (a), which calls for advance training or re- 
search. Clarifying language should be used in stipulating that the 
research activities be directed toward elevating the health status of 
American Indians. 

Section 208, Foreigi Medical Graduate Demonstration Project. 
This provision raises s^me serious concerns with the AATP. If this 
provision is to be adopted, the target group of health professionals 
shored be foreign trained Americans. We should not encourage the 
immigration of foreign nationals that might result in a significant 
shortfall of health providers in their own country. In addition, it is 
generally conceded that there are significant cultural barriers be- 
tween white American society and Indian people which at times 
impedes effective delivery of quality health care to Indian people. 
We feel that the importation of foreign nationals into the IHS will 
only make this problem worse. 
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Section 109, paragraph (aXl), preference for service on this advi- 
sory panel should be given to American Indian physicians or other 
Indian health professionals. 

A new section should be added to include a comprehensive analy- 
sis of attitudes of health professionals that affect retention in the 
IHS, meaning that surveys should be done of a large number of 
physicians that have worked in the past for Indian Health Service, 
to find out the reasons they left Indian Health Service. This analy- 
sis should include a special review of the recruitment and retention 
efforts made in regard to Indian health professionals. 

\Ve just wanted to emphasize special recruitment programs for 
recruiting Indian people to work for Indian people. 

So that covers my written testimony, and that was basically our 
review of the law together. Most of these other things are just my 
personal views and comments and opinions, and just should be ac- 
cepted as that. 

I think the problem in different communities varies. Some places 
the level of health care is much better than other areas, obviously. 
Some places they have maybe $700 per patient per annum, spent 
on a patient, whereas in others areas, like in isolated areas of Mon- 
tana, may be $17 per year is spent on each patient. So there's a 
large discrepancy of care between service areas that has to be cor- 
rected. 

Improved communication of the available worksites is important 
I, being an Indian physician, I have no idea what available work- 
sites are available in Indian Health Service. I have nobodv knock- 
ing on my door, except private people with health care associations, 
and stuff, asking me to work for them, and I don't get anything 
from Indian Health Service saying, please come join us here, we 
have this need. We have this worksite available. And there is no 
communication of anticipated available worksites, as well, nation- 
wide. Like if I knew in a year's time that there would be a position 
available in this location, I could plan in advance to move to such a 
worksite. But increased communication in general has to be im- 
proved. 

We just had our National (Conference in Spokane, Washington. 
And at that conference, we didn't have any recruiters from Indian 
Health Service at all there, this time, that I was aware of. They 
didn't have a booth set up, or anything to encourage our medical 
students to come into Indian Health Service, as an example. And I 
think if there's an interest in getting Indian physicians, they're 
going to have to start making an effort to recruit at our National 
Conference, and otherwise Indian physicians. 

In my opinion there should be a clearinghouse of information to 
be sent out on request for each area, if possible, describing the 
area, describing the amount of physicians already in the area, and 
♦^hat sort of thing, of anyone interested in working in different 
areas. I don't know, again, across the board community to commu- 
nity, that's going to vary. I know some places already have a good 
recruitment program going, like the Aberdeen area. And my expe- 
rience with Indian Health Service thus far, is the Aberdeen area is 
probably the only area that has an active recruitment program. 

I think one thing that will help retain doctors in Indian Health 
Service is to establish support groups for the existing Indian doc- 
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tors, or the existing Indian Health Service doctors. They need to 
meet as a group and discuss their problems and the issues that are 
deterring them from staying in the Indian Health Service. And I 
would recommend an effort be made by either the Indian Health 
Sei-vice people providing mental health workers to facilitate these 
support groups or otherwise to help nui-ses, doctors, their families 
to cope with living in an isolated situation in Indian Health Service 
areas. 

I feel that one of the hardest things for doctors in the Indian 
Health Service to deal with is that most of them are not trained to 
deal with problems in Indian health communities. They're not 
trained to deal with the addiction that occurs in Indian health 
communities. With alcoholism being substantial in a lot of areas, 
and the problems related to alcoholism coming in on a daily basis 
to emergency rooms and stuff like that. With the majority of medi- 
cal schools in the United States not having programs specifically 
on addiction, with the majority of medical people that go into 
Indian Health Service not having had specialty training in addic- 
tion and drug abuse and alcoholism, and even smoking, they have 
no way of dealing with these problems. And these problems are 
chronic problems. They recur over and over again, so they keep 
seeing these patients back, putting stitches in their head, taking 
care of broken bones after car accidents, taking care of homicides, 
taking care of suicides, all related to the drug abuse problem. 

The other kind of problems that they have to deal with are nutri- 
tion disorders, and you can relate that to heart disease; to hyper- 
tension; to diabetes; to some of the arthritis that goes on in the 
Indian communities. And the obesity problem. All of these nutri- 
tion disorders have to be dealt with, and these nutrition disorders 
bring back the patient again. They're chronic illnesses that these 
people have to deal with for their lifetime. And yet there's no sup- 
port systems in existence foi these people to deal with these prob- 
lems. 

I currently work for a population of 97,000 Indians in the Los 
Angeles Urban area. Probably at least 50 percent of them are Fed- 
erally eligible for Indian Health Service care. We have one nutri- 
tionist, she spends 15 percent of her time working w ith the medical 
clinic. Lo essentially, she's completely overwhelmed and overbur- 
dened. 

These kind of support things, I have to stress over and over with, 
because they are the things that are making the doctors leave. Be- 
cause doctors are used to the idea of curing peoplr, making them 
well, sf nding them home and it's all dealt with. In fact, the Ameri- 
can system of dealing with medical care is exemplified in the DRG 
requirements, that say when a person is hospitalized, they have 
this much time to gr* well. In the same sense, that's the way medi- 
cal students and medical doctors are trained. They're trained to 
cure people, deal with the problem and it's over with. 

But in Indian health, these people keep coming back, and they 
keep returning because of their addiction problems, because of 
their nutrition disorders. 

And the third and final problems they have to deal with is the 
infectious disease problem, which I understand the infectious dis- 
ease problem is getting better. It's improving, but the tuberculosis 
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rate, for example, is substantial. The morbidity due to infection is 
substantial. The diagnosis of heart disease from past undiagnosed 
rheumatic heart disease is substantial, as an example. AIDS is be- 
coming an issue, with 39 cases in Indian communities now. And the 
cost of that care, and the cost of the personnel and the increased 
need of personnel to deal with those problems is increased. But the 
infectious disease problem is more a reflection of the community's 
social, economic status> rather than anything else. 

There definitely has to be more tribal involvement. I think the 
tribe has to get involved in reviewing applications or even inquiries 
about employment. I, for example, went and applied for employ- 
ment at a Indian Health Service facility in Durango, Coloia^^o, and 
while I asked about it, the person who was there told me, well, do 
you have time to come down and interview, we'll set up an inter- 
view, we'll call you up, tell you the time and date to come down 
and interview. So I waited for two weeks and he never called back, 
so I called back, and he said, well, the position's been filled. And 
the tribe had no idea that I was even interested in working in the 
area. They had no idea that I even inquired, I would imagine. But 
things like that happen on a daily basis, and not only to me, but to 
other Indian physicians. So, I think there has to be more tribal in- 
volvement on reviewing inquiries about employment. 

Also there has to be a stand by the tribal governments to support 
health issues. There has to be slaLeinents by the tribal chairmen, 
the councilmen, saying that we will no longer tolerate alcoholism 
in our communities; that we will no longer tolerate these at-risk 
behaviors in our communities. The health boards have to make a 
stand and say, we will no longer allow smoking in our health 
boards. And they have to make a stand and support the health 
community. There's been a lack of that for Indian Health Service. I 
mean, if anything, there's been just the opposite. A lot of people 
degrade Indian Health Service. A lot of people degrade the Bureau 
of Indian Affairs, because of past relationship with them, and deal- 
ing with housing, dealing with irrigation, dealing with water sys- 
tems, you name it. And they have these bad impressions about 
Indian Health Service. But that has to change and the tribal coun- 
cils have to change that, at least regarding health and health 
issues. Because it s their communities that are hurting the most 

There has to be more flexible contracting, meaning that the phy- 
sicians thai are hired should be hired however they want to, they 
should be able to determine the way they wan^ to work, if they're 
not service obligated. They should, if they want to work 6 months 
in a place, say I want to work six months here in this isolated area, 
and be allowed U> do that. Right now, Indian Health Service can't 
allow that under existing legislation. 

There should be a program to allow people to take time off in 
isolated areas, to allow them to go on extended vacations when 
they are in isolated areas, support for them to go to continuing 
education. A lot of times I talk *x) physicians in Indian Health Serv- 
ice, and they say I can never get time off to do continuing educa- 
tion, because I can never get coverage to come in and take my 
place while I go out and get the continuing education. And that 
doesn't just happen in rural areas, it happens in urban areas as 
well. So if we can contr'ict a lot of private physicians to do 2-week 
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stints in different isolated areas, then we can allow the physicians 
more time off, more availability to go out and do what they want to 
do. 

I think probably the biggest issue with Indian Health Service 
doctors, and I can say this until Fm blue in the face, and you can 
say it also, but the main problem with Indian health doctors is 
they re burnt out. And they're burnt out really badly, because most 
ot the t.«me they re overworked terribly. And they don't have the 
support that they need to adequately treat the population. You 
know, the waiting list concept is just incredible. I mean, you know, 
when you look at things like mammograms for ladies over the age 
ot 50, which IS recommended across the board, as standard of 
health care, and you review the medical records and see how many 
people are referred for those. And if they're referred, how long 
they have to be on the waiting list before they get those kinds of 
standards of care. Acute medicine is the priority in Indian health. 
1 ve had doctors in Indian health say to me that, boy when I was 
going through training for family practice, I was doing primary 
care, I was seeing to it that everybody got their immunizations, ev- 
erybody got this, you know, taken care of, everybody got their pap 
smears, their mammograms, their chest x-rays, their EKG's, and 
now working for Indian Health Service, I just do a lot of stitching 
up, a lot of repair broken bones, a lot of seizure disorder stuff, a lot 
ot drug dependency, a lot of alcohol abuse, and problems related to 
that And they just can't believe it. They're overwhelmed. They 
can't deal with it. ^ 
There has to be improved opportunities for the employees, and 
thats what it gets down to basically. I was thinking, m^ybe there 
can be some kind of networking between urban and rural pro- 
grams, where the rural doctors are able to go to urban communi- 
ties and w9rk for a 6-month period of time and get all the continu- 
ing education they want and then go back to the rural community 
and serve there, and while they're in the urban area, they can 
serve in the urban clinics. 

Again, the housing issue. I think that no matter who you are in 
America, you always want to realize the American dream, and 
thats to own a house, own property, have two cars, if you're a 
doctor, you want to make sure one of them is a Mercedes. And if 
that s not realizable in Indian health, then it's not going to be com- 
petitive to the general population of doctors. Maybe if the Govern- 
ment subsidized land for the doctors that move to communities so 
they can be land based people, they would be more inclined to stay 
by working out some agreement with the tribal groups in the 
areas. 

There has to be more advancement as far as monetary gain and 
responsibility gain. I just lost a really good nurse at the clinic I 
work at, because she said there is no chance for advancement. 
Ihere s L .ly chance for cutbacks, basically. And there is always a 
threat that the next paycheck would bounce at the bank when she 
went to cash it. 

Certainly there has to be improved working conditions. The 
working conditions are terrible. My population, where I work, I 
serve, like I said, an estimated 97,000 urban Indians, and we have 
one nutritionist that works 15 percent of the time, one public 
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health nurse that serves that community. And that's an incredible 
statistic, that is nowhere near reflecting the statistic of .7 versus .8 
per 1,000 full-time equivalents. The support staff has to be more 
orientated toward primary care. 

I had the opportunity to go to the Hazeldon Treatment Program 
in Minnesota for addiction, and basically they have four R.N.'s, 
four to probably eight Iv.N/s running the entire medical care of 400 
inpatients. And they do most of the work, including detoxification, 
and monitoring, and treatment of diabetes, hypertension, all based 
on standing orders. And this concept of standing orders manage- 
ment of primary care is \ good idea and a good concept that can be 
applied to Indian Health Service Nationwide. For example, in my 
clinic I have standing orders for my R.N. and my public health 
nurse to be able to refer a 50-year-old lady for a mammogram with- 
out me having to write an order for it. They already have that re- 
sponsibility given to them. Or if they identify someone with a posi- 
tive T.B. test that hasn't had a chest x-ray, they have the right to 
order the chest x-ray without me writing it in the chart, because 
they do it all on standing orders. If we orientate our primary care 
workers, our nursing staffs in primary care, so that they are able 
to do more of the primary care, it would free up our physicians to 
deal with the medical problems that they're so desperately needed 
for, and they would experience a less burn-out. 

More social services have to be developed for the communities. 
More things like shelters for battered people, for abused children, 
more shelters for the homeless people, that sort of thing. And there 
has to be more tribal support in that endeavor as well. 

There has to be more available statistics for each specific com- 
munity so that the community knows exactly what the problems 
are in their area. And this has to be ongoing statistics like county 
mortality, morbidity reports. 

And there has to be inore contracts worked out with specialists 
in the communities so that referrals can take a better— can be 
processed better. 

I think Indian Health Service itseilf, and the Government itself 
has to make a statement of need in the Indian communities. 

The things that the Association of Indian Physicians has done in 
the past were work with their health careers av.'areness programs, 
and that has been very successful ai getting the number of Indian 
professionals into medical school increased. We have had a sub- 
stantial increase in membership just over the past 3 or 4 years. 
Our funding for health career awareness programs has been cut, 
and it doesn't look like we'll be able to continue those programs 
much longer, in spite of the fact that this is the biggest time where 
the need really is paramount. We teach our medical students— our 
pre-medical students interview skills for going to their medical 
interviews. We teach them what to expect. We tell them of our ex- 
periences. We offer them a support group. We act as their role 
models. Many of them come from communities and families that no 
one has ever been in the health profession before. Through our 
annual meetings, our funding for annual meetings has been cut 
back. We've been able to finance students to attend those meetings, 
but we probably won't be able to this next coming year. 
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'"he Chairman. I hate to interrupt, but how long is your summa- 
ry going to take? You have been summarizing for 50 minutes now, 
and we would like to provide time for other witnesses to testify 

Dr. Chase. OK. 

ni try to speak faster and it will be about 5 minutes. 

We offer the ANAMS group, that's the Association of Native 
American Medical Students. We offer a newsletter to all the people 
active in our association. We support legislation such as this bill 
today. We were offering scholarships. Our scholarship monies have 
been cut back substantially. We're not going to be able to offer our 
students any more scholarships probably, after this next year We 
offer a sounding board for our medical students, a grievance com- 
mittee as It were. We offer the ability for our students to work 
with Indian providers in Indian communities. 

The other concern I had, and it was . 'ought up before, was the 
Public Law 638, and the interests of HRSA getting out of the direct 
care services. The estimate was 10 years that they would be out of 
direct care services. If this is the case, I think we need to prepare 
health administrators, financial officers, certified public accoun^ 
ante to take over the roles of administrating health care programs 
i think that needs to be added to the people on the list of who 
these loan payment availability can made to. I think we certainly 
need more nutritioniste, more alcohol counselors, more mental 
health workers. I think if we don't emphasize that now, we're not 
going to have the people in the communities to run their health 
programs. 

Currently it is estimated that Indian Health Service services 60 
percent of the Indian population. So an estimated 40 percent of the 
Indian population is not receiving any medical services. Fven now 
with short staff, many of the waiting rooms are filled beyond ca- 
pacity, waiting to see the doctors sometimes 3, 4, sometimes 8 
hours, maybe even more. So probably almost a quarter to a half 
million Indian people are not being served, and that's a poor statis- 
tic in my view. 

The rest is covered in the written testimony. Thank you. Sorry 
IPrepared statement of Dr. Chase appears in the appendix.] 
The Chairman. Thank you. 
Mr. Farris. 

STATEMENT OF GARY FARRIS, EXECUTIVE DIRECTOR, INDIANS 
INTO MEDICINE, UNIVERSITY OF NORTH DAKOTA, GRAND 
FORKS, ND 

Mr. Farris. I'd like to address primarily the portion of the bill 
that speaks to the INMED program. I would like to begin by thank- 
ing the co-sponsors of this bill for putting forth such a farsighted 
and progressive bill in my estimation. 

i ^ expanded Indians into Medicine Program is the most logical 
alten. tive to the soon to be defunct National Health Service Corps 
Scholai hip Program. What could make more sense than INMED's 
objective of providing American Indian health professionals to ad- 
dress the chronic health manpower shortage in Indian communi- 
ties? By its very nature, it overcomes a myriad of problem situa- 
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tions encountered when recruiting health professionals for service 
to American Indian communities. 

Just a few points in speaking to INMED's success. In our some- 
what short existence, we have 75 health professional graduates, in- 
cluding 53 doctors and 5 Bachelor of Science nurses. Our program 
is continually growing and one piece of evidence to that fact is that 
this year INMED will have 14 new nursing students alone. Our 
student population involved with the INMED program last year 
was approximately 90, and it will increase over 10 percent again 
this year. 

Over 80 percent of the INMED graduates have worked with 
Indian people. The INMED program has enrolled 242 Indian stu- 
dents in college and 616 reservation students have participated in 
our summer institute programs. One of the reasons for our success 
is that the University of North Dakota School of Medicine has 
guaranteed the INMED program five slots in each of its first year 
medical school classes. We also have a very supportive community- 
based Board of Directors. It is a working board the only one to my 
knowledge, in that they increase the communications we have with 
the Indian community at large. They are a support group and both 
lobbyists and advocates for us in the political arena, and they serve 
as valuable recruitment aides for us in getting students involved in 
our program. 

Just some comments on the proposed legislation. Setting up addi- 
tional INMED centers should also include an increase m Indian 
Health Service 103 and 104 scholarships for the new students that 
would be identified at the new INMED centers. 

I would also like to recommend that the service obligation of 
Indian students due to receipt of IHS scholarships, and the loan re- 
payment that is spoken about in this bill, be able to be concurrent. 

We'd recommend the deletion of the portion of the bill which 
speaks to the use of foreign medical graduates. 

And our final recommendation is that INMED direct the estab- 
lishment of the new centers. 

And again, thank you to the co-sponsors of Senate Bill 1475. 

[Prepared statement of Mr. Farris appears in the appendix.] 

The Chairman. Thank you very much, Mr. Farris. 

Senator Melcher. 

Senator Melcher. I have no questions, but I want to thank the 
witnesses for their testimony and their help. 
The Chairman. I have a few. 

How many physicians of Indian ancestry do we have presently 
working in the United States? 

Mr. Farris. Depending on the association numbers used, whether 
it's the Association of American Medical Colleges, Association of 
American Indian Physicians, or our own numbers, it's somewhere 
between 350 and 375. 

The Chairman. Between 350 and 375? 

Mr. Farris. Right. 

The Chairman. Is it your testimony that 80 percent of those phy- 
sicians are presently serving in reservations? 
Mr. Farris. No. 

My testimony is that 80 percent of the INMED grads are serving 
Indian communities. 



ERLC 



52 



49 



The Chairman. What percentage of the 350 are now serving in 
Indian communities? 

Mr. Farris. Approximately 15 percent. Given that we are only 
given five slots per year in the medical school class, we can only 
graduate five a year. And we have graduated 53 in the 10 years 
that we've been able to graduate students, so we're actually a little 
bit above. We get an extra one in every now and then. 

The Chairman. Doctor, how many Indian physicians do we have 
in the whole United States, 350? 

Dr. Chase. Well, we estimated 375. 

The Chairman. And of that number, how many are presenting 
serving Indian people? 
Dr. Chase. Approximately 20. 
The Chairman. Approximately 200? 

Dr. Chase. Only 20, of the 375 are working for Indian health and 
Indian health communities. 
The Chairman. Just 20 are serving Indian people? 
Dr. Chase. That's correct. 

For example, in California, me and one other Indian doctor work 
for an estimated population of 200,000 Indians. 

The Chairman. It has been suggested that scholarships may play 
an important role because Indians may tend to return to their res- 
ervations to serve their people. Does that hold any logic? 

Dr. Chase. Are you addressing that question to me? 

The Chairman. You told me out of 350, 20 have gone back to 
their reservations. 

Dr. Chase. Absolutely. I think that if you want people to stay in 
a community, if you train the people from the cor -.unity, they'll 
go back to that community. It's just that simple. It doesn't matter 
if they re non-Indian or Indian, eventually they'll return. 

The Chairman. Then you are telling me that of the 350 Indian 
physicians, the great majority did not come from the reservations? 

E)r. Chase. I don't have that statistic available, but we could 
probably get it for you. Currently we are doing a sr^vey of our 
Indian physicians to determine that. 

The Chairman. How important is the problem of tort liability 
among Indian Health Service officials in the reservations? 

Dr. Chase. Well, Fll give you an example. At our clinic three 
years ago, the malpractice insurance was $20,000; last year it was 
$40,000; and this year it was $80,000. 

The Chairman. Who pays the premium for that? 

Dr. Chase. It comes out of the Indian Health Service funding. 

The Chairman. How important is housing? 
r 2-n W?"' ^^'^ '^k^ I say, anybody in America is looking to 

fulfill the American Dr^am, and that is to own property or a house 
somewhere. And I t>,ink it plays a substantial role in getting 
people to be land base d and stay in a com nunity. 

The Chairman. Ms. Harjo, m her testimony, indicated that a 
very important element is the teaching, or familiarizing physicians 
with the history and culture of the Indian people. Is that very im- 
portant for non-Indians? 

Dr. Chase. In my opinion, absolutely. 

Me, myself, in fact, just being educated on the Indians that I 
work with, because I'm not working directly with the tribal people, 
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I work in an urban setting where I have Indians from Oklahoma, 
South Dakota, North Dakota, Nevada, Arizona, and New Mexico, 
and I know very little about their culture. I enjoy learning a lot 
about their culture and certainly it helps me to relate and under- 
stand their situations and circumstances. 

The Chairman. Do you work with the 

Dr. Chase. It would do me great pleasure if I could speak the 
Navajo language, as an example. 

The Chairman. Do you work with the medicine men? 

Dr. Chase. We're working on doing that in the program I'm 
working with now. One of the Board members is going to finance it 
out of her own pocket to get one started. I worked for 3 years for 
the Pomo Indian Tribe in Northern California, and we did have 
two medicine people there. Their clinics were even busier than 
mine most of the time. They were coming in only once a month 
though. Quite a few non-Indians actually came in to see them for 
medical care. 

The Chairman. Would it help to have special summer intern 
programs in Indian country? 

Dr. Chase. Absolutely. I think when I was going to medical 
school, I did a summer internship at the San Francisco Urban 
Clinic, San Francisco and Oakland, and it certainly was inspira- 
tional to me to work in the community to get a feel for what kind 
of problems were coming in. And certainly I could identify and 
relate with the people and the problems that were coming in, and 
it was very inspirational to me to motivate me to go on through 
medical school, and to provide medical care for Indian people. 

The Chairman. I thank you very much. 

Our next witness is the Director of the Indian Health Service, 
Department of Health and Human Services, Dr. Everett Rhoades. 

We have received your statement. Doctor, and it will be made 
part of the record. 

STATEMENT OF EVERETT R. RHOADES, M.D., DIRECTOR, INDIAN 
HEALTH SERVICE, DEPARTMENT OF HEALTH AND HUMAN 
SERVICES, ROCKVILLE, MD 

Dr. Rhoades. Ivlr. Chairman, thank you. 

I might just make a couple of observations in relationship to 
that, and then make myself available for questions that you may 
have. 

Tm Dr. Everett Rhoades, the Director of Indian Health Service. 
It is indeed a pleasure to appear here today to participate in a very 
important consideration, as has been well laid out by the OTA and 
has been addressed very well by the preceding witnesses. 

Let me just say that we recognize that there are a number of re- 
cruitment and retention problems in the Indian Health Service. 
We are carrying out a number of actions to alleviate these prob- 
lems. Although some of the provisions in S. 1475, such as the loan 
repayment program, would address Indian Health Service person- 
nel requirements, other provisions of the bill raise a series of prob- 
lems regarding civilian and uniformed services personnel systems. 

We object to a number of the bill's provisions establishing or ap- 
plying new incentives for general schedule personnel in the Indian 
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Health Service, that are not generally applicable to the Federal ci- 
vilian employees. As a r3sult, the Administration cannot support 
the bill in its present form. 

The Chairman. Don't you think the problem is sufficiently 
unique to apply unique solutions? 

Dr. Rhoades. Yes; that is a true stateMent, I believe. 

The question whether the perceived disturbance of some of the 
personnel aspects of it are sufficient to overcome those unioue at- 
tributes, I believe is worthy of further discussion Fm sure we'd be 
very happy to work with the committee on that. 

In Senator Melcher's statement of July 9, in introducing this bill, 
hv. noted the recent special report of the Office of Technology As- 
se^ment on the clinical staffing of the Indian Health Service, and 
indicated that this bill was intended, - 1 least in part, to implement 
recommendations made by OTA. Dr. Robert Windom, the Assistant 
becretary for Health of the Public Health Service, testified on 
April 30, before the House Committee on Interior and Insular Af- 
fairs, relating to the OTA report. In his testimony, he noted t' at 
the report clearly represents the current situation in the Indian 
Health Service, and also pointed out that while the problem is one 
of recruitment and retention of physicians in the Indian Health 
Service, as other witnesses have pointed out, it is also linked to a 
broader problem of availability and distribution of other types of 
health professionals. Dr. Windom described some of the efforts that 
are underway in the Indian Health Service to deal with h' a;:h pro- 
fessionals' recruitment and retention. He pointed out th l the IHS 
has developed a recruitment plan in conjunction with the Health 
Resources and Services Administration, HRSA, within which 
Indian Health Service is located, to provide health professionals for 
underserved areas, including the Indian Health Service. 

Just ^ this bill is multifaceted, our recruitment program is mul- 
tifaceted with funds foi clerkships, increased journal ads, increased 
conference display, increased site visits, and prospective candidate 
travel. One of the initiatives that appears to be well underway is 
the development of a medical school advocacy program. I have met, 
personally now on two different occasions, with about 70 represent- 
atives of medical schools, who seem to be very anxious to serve as 
recruitment agents for us, without cost, in those various institu- 
tions. 

L^t me just close these introductory remarks by pointing out the 
authorization of the loan repayment program which would permit 
the Indian Health Service to recruit individual health profession- 
als, including students in their final year of professional school in 
exchange for a period of obligated service. The Indian Health Serv- 
ice would be required to repay a certain amount of the student's 
educational loans. Other provisions of the bill would also authorize 
grants for tribal demonstration projects, and so forth. Because of 
the concerns related to personnel matters, certain precedents relat- 
ed to funding of special pay, continued concern about the impact 
and need to continue to examine the very important and difficult 
question of extending coverage of the Federal Tort Claims Act, I 
reluctantly have to say, tho Admi listration cannot support the bill 
in its present forn> 
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Perhaps I could respond to any questions that you might have, 
Mr. Chairman. 

[Prepared statement of Dr. Rhoades appears in the appendix ] 
The Chairman. Thank you very much, Doctor. 
Senator Melcher. 

Senator Melcher. Doctor, I guess you agree— I read through 
your testimony— that there is a problem and it could become a 
crisis, or will become a crisis unless there's sufficient retention of 
the present employees. You mentioned in your prepared testimony, 
that you have authority to allow for extra pay, but I don't think 
you've ever used that authority, have you? 

Dr. Rhoades. I believe that a number of years ago that authority 
was used, for reasons not entirely clear to me, through instructions 
that had been received in the Indian Health Service. It was felt 
that it was not appropriate. We're in the process, at this moment, 
of attempting to put together a plan for the reinstitution of that 
authority. 

I am mildly optimistic that we will be able to do so. 
Senator Melcher. Well, you've been there what, 5 years? 
Dr. Rhoades. Yes, sir, 5 years. 

Senator Melcher. And during your tenure it's never been used, 
has it? 

Dr. Rhoades. That's correct. 

Senator Melcher. So we'd have to go back to Emery Johnson to 
find out whether he ever used it in his tenure? 
Dr. Rhoades. Yes. 

Senator Melcher. And the basic reason the Administration 
doesn't like the bill is because it would cost $5 or $6 million, isn't 
that right? 

Dr. Rhoades. There is no question but that given the severe fi- 
nancial constraints that the country is in at the present time, as 
reflected in the continuing deficit and so forth, that it is a consider- 
?ition in all of the programs. It's not the only consideration, howev- 
er. 

Senator Melcher. No, I understand that. 

Would it not, likely though, cost the Federal Government a great 
deal more because they cannot maintain clinics and cannot main- 
tain hospitals, managed by the IHS, that had to refer the patients 
to other hospitals? 

^r. Rhoades. The experience that we've had to date would indi- 
cate that that is the case. 

Senator Meixjher. Well, we might, rather than costing $5 or $6 
million, as I believe the CBO is going to tell us, or for that matter, 
0MB too, that the cost will be if it were enacted into law, we might 
be saving several million dollars a year simply because the IHS fa- 
cilities are functioning. That's correct, is it not? 

Dr. Rhoades. Again, I believe our experience is such that would 
confirm the validity of the point you make, yes, sir. 

Senator Melcher. I realize that you, yourself, are responding, 
Doctor, to this imminent crisis, and I know how difficult it is 
within an Administration that is strapped for funds and has to be 
cognizant of all aspects of the deficit, but I believe that we're at the 
stage now \vhere we must act prudently this Fall in order to avoid 
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the chaotic condition that will come, the very sad condition that 
will come very quickly upon us, unless we do get a reversal. 
Dr. Rhoades. Yes, sir. 

I believe Dr. Johnson's testimony is correct. The problem is an 
immediate problem. 

Senator Melcher. And while I commend you and anybody else in 
the Administration that is attempting to work through this maze 
of allowing for supplemental pay or bonus pay, whatever we want 
to call it, to a broad array of physicians, serving in the Public 
Health Service and for that matter, serving in the military, as well 
as the Indian Health Service, but I know of no graver crises that 
we're facing in health care delivery, than there is to our Indian 
population. And I detected from the testimony just given to us by 
the doctor that this statistic of seven-tenths of one physician per 
thousand of Indian people is undoubtedly a faulty statistic. It's 
probably lower than that. But at the same time, the doctor testified 
that a grave problem we're facing is burn-out in physicians work- 
ing with the IHS. And that is such a real problem and such a real 
mounting aggravation of the crises we're already facing, that 
unless we can provide the staffing, provide the— well, the com- 
monty of living conditions, the interaction between the IHS physi- 
cian, the IHS nurse, and the IHS lab technician and the tribal 
members, we're facing the most sad medical situation that I've 
ever envisioned in this country. 

Dr. Rhoades. I appreciate Dr. Chase raising that issue as well. I 
believe that is a fairly astute observation. I don't know that it has 
actually been raised that way in the past. 

In my opinion, that problem is not limited to the physicians. I 
don't think he intended to imply that it was. I see that throughout 
the Indian Health Service, even though there is a great deal of en- 
thusiasm. And I think that that is largely a reflection of the in- 
credible dedication that the usual Indian Health Service employee 
has. But in fact, the Indian Health Service employees are over- 
worked and overtaxed. One of the very difficult and distasteful sad 

arts of my job is ask them to continue to do more than is reasona- 

le for a person to do. That cannot continue. I don't have the fig- 
ures, but working in the Indian Health Service is a high risk occu- 
pation. That's quite clear to me. 

Senator Melcher. I'm pleased. Doctor, that you mentioned that 
it isn't limited to the physicians. Of course, it ex .ids to the nurses 
and the other health care providers that are overworked and over- 
taxed, and are burning out 

Thank you very much. Doctor. 

Dr. Rhoades. Thank you. 

The Chairman. Your most recent study on manpower, when did 
you conduct that? 
Dr. Rhoades. I'm sorry? 

The Chairman. When was the most recent study on manpower 
needs conducted by the IHS? 

Dr. Rhoades. Chairman Incuye, the annual planning for the 
Indian Health Service every yt;ar is, in reality, a reflection of staff- 
ing needs. That is, as we begin planning for the subsequent year, as 
well as the formulation of the budget request for the Indian Health 
Service, we begin assessing the need, community by community in 
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the Indian Health Service, through a famous thing called the Re- 
source Requirement Methodology [RRM]. It has a bad name in 
some quarters, but to this day no one has been able to produce a 
system that, in my opinion, is equal or better. The application of 
standards that we have taken from the American Hospital Associa- 
tion, American Medical Association, American Nursing Associa- 
tion, and a wide variety of professional organizations, some of 
which we've had to build ourselves because there's no comparable 
counterpart in this country, actually goes into the reflection of 
needs every year. Medicine continues to be a very labor-intensive 
activity as it is and that medical need is reflected as a staffing 
need. 

I don't recall exactly the figure that has been -'sed, but it is a 
result of the application of RRM. As a matter of fact, I do believe 
wc make that information available to Congress every year. We 
certainly make the information available to the tribes each year. 
In the last few years there has been some improvement in meeting 
unmet needs, as a matter of fact. At the present timo, the figure 
that we are using in 1987 is that we are meeting about 68 to 70 
percent of the needs. Fd like to distinguish that from the group 
that Dr. Chase spoke about as well. That reflects the amount of 
sufficiency that lies within the Indian Health Service, within the 
group of Indians within our eligibility criteria. It says nothing of 
that 40 percent that he mentioned that lie outside the Indian 
Health Service. 

The Chairman. So you are telling us that you are meeting 68 to 
70 percent of the health needs of the Indian country? 

Dr. Rhoades Yes; I think that's an accurate way to express it. 

The Chaifman. How does this compare with the outside world? 

Dr. Rhoades. There are many, r any difficulties with comparing 
that situation with the rest of th United States. Perhaps Indians 
collectively might more appropriately be compared to the rural 
poor in the rest of the United States, rather than the general popu- 
lation. They might more nearly resemble that population. I am not 
aware of any good comparisons between Indians and the rest of the 
population. 

Inferences, obviously, can be drawn from the status of health of 
Indian people compared with the rest of ti , population, and al- 
though I'm very excited about the rapid gains that have been made 
and are being made, in fact, the death rate of Indian people is still 
somewhere around 1.4 or 1.5 times greater than that for the rest of 
the population. 

It is fair to say, I believe, that based upon those kinds of indices, 
the health of Indian people is less than that of the rest of the popu- 
lation. One cannot automatically translate that into access to care, 
however, v/hich is a more complicated figure. Another index that 
we have used, been criticized roundly for using it, but agi?iii, no one 
has been able to im^'-ove upon it, is if one makes an estimate of 
the per capita expenditure for Indian health care through the 
Indian Health Service, each year, one comes up with a figure of 
about, I believe currently, and perhaps not with adjusted dollars, 
about $650 per capita per year. As you may know, the average per 
capita expenditure for health care in the United States is about 
$1,500 per capita per year, so that gap is at least 100 percent. 
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Now there are a lot of errors in those kinds of measurements. It 
IS my opinion that if one accounted for all those errors, there 
would still be a gap reflected at least in that per capita distribu- 
tion. That is very, substantial. I don't know of any other approach- 
es to the problem, other than those two. 

The Chairman. Well, if my recollection is correct, in rural Amer- 
physicians per 1,000, and in Indian country it's .7 
per 1,000, isn't it? 

Dr. Rhoades. I do not know offliand the figure for rural America, 
but 1 i-^.ve every reason to believe that that's generally correct, yes, 

^ The Chairman. Furthermore, unless statistics have changed, the 
incidence of alcoholism is highest in Indian country than amongst 
any other population in the Unite* States? 

Dr. Rhoades. I believe that's probably true. But let me hasten to 
add that, and I believe that remains true, I believe the data relat- 
ing to alcoholism in the rest of the population are just so inad- 
equate that I m not at all satisfied that the difference is as great as 
reflected. 

Once again, the difference is big enough. 
The Chairman. It is bad isn't it? 

Dr. Rhoa' ;. Yes, sir: no question about that. And it is greater 
than the rest of the population. 

The Chairman. Infant mortality among Indian people is worse 
than any other ethnic group in the United States, isn^ that true? 

Dr. Rhoades. No, sir. 

In fact, for 2 years now, the infant mortality of Indian children is 
less than that for the rest of the population, and it looks like that 
may continue. That is one of the great miracles of the last 30 years. 
As you know, infant mortality may be the index that is used 
around the world, and I can't emphasize it enough. In lact, the 
infant mortality rate of Indian people is better than that for the 
general population in the United States. 

The Chairman. What about tuberculosis? 

Dr. Rkoades. Tuberculosis incidence rate and mortality rate con- 
tinue about four or five times greater than that for the rest of the 
population. I don't want to take issue with Dr. Chase's point that 
ftff^ J? some evidence that tuberculosis might be increasing a 
littie bit. There certainly are pockets. Notwithstanding the fact 
that It continues at a higher rate than the rest of the population, 
tuberculosis IS not a great problem at the present time, except 
under special circumstances. 

The Chairman. Can we just say in the general sense, that the 
health conditions among Indian people are worse than any other 
ethnic group in the United States? 

Dr. Rhoades. Particularly if you use the term health conditions, 
which I believe makes a more general term. I do not believe that 
the health conditions of Indians as a whole, measured in those 
w^s, is necessarily the worst of any group in the Natic .i. 

For example, a number of the health indices, we'll make these 
available so I won't try to recite them offhand, indicate Indians are 
substantially better off than Blacks, in a number of these meas- 
ures. It sort of depends upon definition and how one is looking at 
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The Chairman. That is no consolation, is it? 
Dr. Rhoades. 2Io. 

That's what I wanted to say. I don't want my remarks to be 
viewed in any way to suggest that things are fine. Things are not 
fine. Things are serious. And well, I think I recognize the magni- 
tude and the seriousness of the problem. 

The Chairman. Considering the magnitude and the seriousness, 
the words that you have used 'n describing the health situation, 
why is it that IHS doctors get paid less than DOD or VA doctors? 

Dr. Rhoades. I do not believe that basically Indian Health Serv- 
ice physicians get paid less than Department of Defense physicians, 
but I could be corrected on that. 

Let's assume that was true. I do not know the reasons for that, 
except that I do know, having had a part-time experience with the 
Veterans' Administration prior to taking this job, that there is a 
special pay provisions for physicians working in the Veterans' Ad- 
ministralion, a series of bonuses, that are substantially greater 
than that exist right now for the Indian Health Service. 

The Chairman. Physician's salaries within the Veterans' Admin- 
istration, new physicians working full-time without medical certifi- 
cation, earn $66,830.00 a year. What do your doctors get paid? 

Dr. Rhoades. The figure that you all used, entry level is about 
$45,000. 

The Chairman. New physician with medical certification, in the 
VA earn $68,830.00 per year. 

Dr. Rhoades. Yes; I know very well. I've been recruited to the 
VA, as a matter of fact. 

The Chairman. As of December 31, 1986, for any physician with 
special pay and bonuses, the average salary, $80,297.00. Can you 
tell me why we pay our IHS physicians less than that with their 
working conditions being worse than the VA hospitals? 

Dr. Rhoades. Chairman Inouye? 

The Chairman. With this situation being worse than the VA? 
Dr. Rhoades. I'm sorry? 

The Chairman. How can you justify recommending that we pay 
less to IHS physicians than VA physicians? 
Dr. Rhoades. I cannot. 

In reply to your question, I cannot explain that. 
The Chairman. And I gather that you are opposed to this meas- 
ure? 

Dr. Rhoades. As I stated, the Administration has favored, contin- 
ues to favor I believe, a loan repayment provision as a way of cor- 
recting the problem that we all recognize. 

The Chairman. Do you seriously think that alone would work? 

Dr. Rhoades. I think one would have to say that this problem is 
sufficiently complex, and sufficiently multifaceted that no single 
activity is going to fix it. Again, I thin! that Dr. Johnson alluded 
to that. I agree with that. 

The Chairman. We Americans have prided ourselves in the 
spirit of volunteerism. Wt ".re always talking about volunteering 
for such and such. I have been told by military experts that if we 
depended on volunteers in World War II, we would have lost the 
war. If it were not for the draft, we would not have had enough 
men and women to serve to defend the cause. 
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We have depended on the gocd will of Americans, volunteers to 
serve in the Indian Health Service at less pay than the VA, at less 
pay than the DOD. Do you think they'll continue to volunteer? 

Dr. Rhoades. Thev v/iW continue 

The Chairman. The National Health Service people are not vol- 
unteers, are they? 
Dr. Rhoades. That's correct. 

There undoubtedly are a number of them who would volunteer, 
i ifu o . P^pi^ who will volunteer to work in the Indian 
Health Service because they believe it is the appropriate thing to 
do. The numbers, in my opinion, cannot be sufficient to meet the 
neM, a& you ve alreauy so well laid out. 

The Chairman. So don't you think some drastic step should be 
taken^ 

Dr. Rhoades. The question of what is drastic or not drastic, I 
suppose might be subject to interpretation, but more than usual 
measures are necessary. For that reason, in 1987, 1 substantially in- 
creased the recruitment efforts made by the Indian Health Service, 
nearly doubled them, for example. 

We are going to find a way to deal with the problem of retention. 
Ketention, I agree entirely, is really the problem. And I suspect 
that It we could retain people longer, we would save an enormous 
amount of money that it takes to bring people on and let them 
leave. 

The Chairman. If the In'"-»n Health Service should come forth 
with some heroic effort ana .aggest what is absolutely necessary, 
you would be surprised, the Congress will come to vour aid. And 
this may sound like a very unintellectual type of* question, but 
don t you think that improving the Indian Health Service would be 
worth more than one missile? 

Dr. Rhoades. I don't want to avoid your q stion. Chairman 
Inouye, but I am really not in a position to make that determina- 
tion. 

The Chairman. Well, I c i assure you if you decide to wave the 
tlag tor the Indians, we'll h< .here waving with you. 
I thank you very much, sir. 

Senator Melcher. One more question, Mr. Chairman. 

Doctor, as a physician yourself, isn't this problem of practicing 
medicine, where you don't have the support, such a serious prob- 
lem, that even though physicians with the greatest interest for 
Indian people that s possible, even though with extreme dedication, 
they must turn their back and leave the situation when the lack of 
support IS there? 

Dr. Rhoades. We in fact, since I've been Director, have complet- 
ed two survevs of physicians having to do with reasons for leaving. 
And Id be glad to make those available if they haven't been made 
available already. 

My recollection may be a little faulty, but I do believe that the 
one before last, which would have been about 1982 or 1983, I be- 
lieve that the salary was not the factor most commonly mentiored. 
1 he factors that were most commonly mentioned as reasons for 
leaving the Indian Health Service were the working conditions and 
the support staff. I believe that anbwers the question that you 
raise ci. 
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Senator Melcher. Sc^ even with some of th^ physicians that are 
satisfied with the salary, because money is not their motivation, 
their motivation is simply enjoying the practice of medicine and 
their relationship with their patients, even with that, there are 
many of them that had to leave just simply because there weren't 
enough there? 

Dr. Rhoades. Weren't enough? 

Senator Melcher. Enough physicians, enough nurses, enough 
health professionals in general? 
Dr. Rhoades. Yes, sir. 

Fye had health workers relate to me, again as Dr. Johnson has 
testified, that they could no longer permit themselves to be in- 
volved with the level of care that they believe was unsatisfactory. 

Senator Melcher. Well, I only ask you that. Doctor, because I 
think it is such a telling point, and at the root of all this, whether 
we like to say it the root or not, the fact is that without sufficient 
funds to retain health professionals, we lose all, even those that 
where the money is not the significant thing, there's not enough 
left to work with them to provide adequate health care and they 
professionally and in conscience, just turn their back and leave the 
situation. 

I thank you. Doctor. 

The Chairman. Thank you very much. 

Dr. Rhoades. Thank you both. 

The Chairman. Our final panel consists of Ms. Alberta Boyle, 
representing the American Nurses Association; and Dr. Loren Pe- 
tersen, Chairman on the Commission on Indian Affairs, American 
College of Obstetricians and Gynecologists. 

Ms. Boyle, Dr. Petersen, welcome. 

Ms. Boyle. Thank you. 

Dr. Petersen. Thank you. 

The Chairman. Do nurses go first? 

Dr. Petersen. Yes. 

The Chairman. Please. 

STATEMENT OF ALBERTA BOYLE, MSN, RN, AMERICAN NURSES 
ASSOCIATION, WASHINGTON, DC 

Ms. Boyle. Mr. Chairman, and other members of ^he committee, 
I am Alberta Boyle, a current doctoral student at the University of 
Oklahoma. I teach psychiatric nursing at Oklahoma City Universi- 
ty and am a Native American nurse of Chickasaw and Choctaw de- 
scent. I am an American Nurses' Association minority fellow, and 
during my tenure as a 1987 minority legislative intern I worked 
with Dr. Fay Abdellah, Deputy Surgeon General and Chief Nurse 
of the Public Health Service. 

On behalf of the 188,000 members of the ANA and its 53 constit- 
uent state nurses' associations, I would like to thank you for this 
opportunity to address the issue of clinical nursing of Indian 
Health Service. 

Nurses are a vital resource in providing access to e^^sential 
health services for all population groups. ANA believes that nurses 
are especially vital in assuring that underserved American Indians 
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and Alaskan Natives receive necessary health care and utilize and 
participate in the health care delivery system. 

Unfortunately, we are in the midst of a Nationwide nursing- 
shortage, which will compound the recruitment and retention diffi- 
culties that IHS is already experiencing. As of August the 1st, 1987, 
' 1 P^^anent registered nurses w'th 260 vacancies. In 
1986 a special IHS task force projected a need to recruit 650 regis- 
tered nurees per year to maintain present IHS staffing levels. Half 
of the IHS job offers are turned down and the quit rate is excessive 
at 22 percent. 

Senators Melcher, Inouye and Burdick have introduced S. 1475, a 
bill to establish an effective clinical staffing recruitment and reten- 
tion program for IHS. We commend this response to the manpower 
shortage and endorse the proposed loan repayment program. How- 
ever, we have some concerns about the bill, and we offer the follow- 
ing comments for the committee's consideration. 

One, while the loan repayment program applies to a broad range 
of health care professionals, ANA is concerned that the need for 
nurses could be overshadowed by the need for physicians. To pre- 
vent a potential bias toward physician applicants. Section 101(f)(i) 
should mandate equitable access to loan repayment funds. This es- 
I)ecially important since nurses have been excluded from the Na- 
tiCMial Public Health Service Corps Scholarship fund. 

Two, Section 103(bX4) should be expanded to include a subsection 
(d) which would allow an individual in nursing, who is completing 
advanced clinical education or training in a specialty area, to defer 
?aI!Iv^ax^'^^^ ^ physicians are allowed under Section 

Three, nurse retention must be addressed. A 1983 IHS recruit- 
ment and retention study of registered nurses reported that IHS 
could improve retentbn by increasing salaries and benefits and im- 
proving training and career development opportunities. These 
measures are still applicable. To be competitive with the private 
sector, IHS must increase starting salaries; upgrade or apply spe- 
cial pay to those nurses above GS-9; making pay and benefits equal 
for all personnel systems; and offer monetary incentives for per- 
formance, retention or practice in remote areas. 

When surveyed, IHS R.N.'s expressed dissatisfaction with exist- 
mg continuing education programs. Approximately $100-$200 per 
R.N. per year is available for training. In light of increased costs of 
educational resources and programs, we feel that $500 is more rea- 
sonable. A tuition reimbursement policy would allow for the estab- 
lishment of a clinical ladder in nursing practice. This would enable 
IHS to prepare its own nurse clinicians, nurse practitioners and 
nurse administrators. Their expertise is necessary to prevent the 
emergence of a second class system of health care for Native Amer- 
icans. 

Four, to provide nursing care which is sensitive to the specific 
cultural needs of Native Americans and to achieve the ultimate 
goal of Indian self-determination, IHS should launch a major re- 
cruiting effort targeting the American Indian and Alaskan Native. 

S. 1475 does not address the needs of the Native Americans w' o 
pursue their education through tribal colleges. These students have 
found that guaranteed student loans are not applicable to their de- 
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grees. We have been told that almost 90 percent of the students 
who attend college off the reser/ation, return without having com- 
pleted their degree. Nursing programs coordinated through tribal 
colleges may prove to be a successful means of educating and pre- 
paring Native American nurses. Therefore, it seems appropriate to 
consider alternatives to the GSL criteria to accommodate those stu- 
dents planning to attend tribal colleges, or to provide specific funds 
as loans or stipends fo** them. 

Mr. Chairman, we believe that this hearing represents a solid 
commitment to improve nursing recruitment and retention within 
Indian Health Service and to thereby improve the health status of 
the American Indian and Alaskan Native. ANA looks forward to 
working with the committee to secure the passage of this legisla- 
tion. 

[Prepared statement of Ms. Boyle appears in the appendix.] 
The Chairman. Thank you very much, Mf Boyle. I'm certain the 
author of this measure. Senator Melcher, will join me in incorpo- 
rating your suggested amendments, those two that you mentioned. 
Ms. Boyle. Thank you. 

The Chairman. We will have our markup in September. At that 
time, the new subsection (d) and Section 103(bX4), and the amend- 
ment to Section 101(f)(i) will be offered. 

Ms. Boyle. Thank you, sir. 

The Chairman. It s one of the prerogatives of being Chairman. 
Dr. Petersen. 

STATEMENT OF DR. LOREN PETERSEN, CHAIRMAN, COMMISSION 
ON INDIAN AFFAIRS, AMERICAN COLLEGE OF OBSTETRICIANS 
AND GYNECOLOGISTS, WASHINGTON, DC 

Dr. Petersen. Thank you, Mr. Chairman. 

Fm pleased to be here today testifying on behalf of the American 
College of Obstetricians and Gynecologists in support of a loan re- 
payment program that will help the Indian Health Service recruit 
an adequate number of clinical personnel. 

In addition to chairing the Indian Affa'^'s Committee of the 
American College of Obstetricians and Gynecologists, I am a liaison 
member to the American Academy of Pediatrics, Subcommittee on 
Indian Health. 

I am pleased to say that both the American Academy of Pediat- 
rics and the American Academy of Family Physicians also support 
the establishment of a loan repayment program and in addition, 
the Academy of Pediatrics has submitted a statement for the 
record. 

The ACOG is convinced that even the most effective voluntary 
recruitment program will not enable the IHS to meet Its manpower 
needs in the future. Currently, the IHS relies heavily on the Na- 
tional Health Service Corps. For example, of the 37 obstetricians 
now employed by the IHS, 30 are current or former National 
Health Service Corps Scholarship recipients. 

Because of the dramatic decline in the number of these physi- 
cians available after 1988, the IHS faces a potentially severe man- 
power shortage. It must be emphasized that the IHS has to over- 
come tremendoro obstacles to recruit physicians willing to serve at 
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IHS facilities. Many of these facilities are geographically isolated, 
have inadequate medical capabilities, and are understaffed. 

Having spent the last 10 years in the Aberdeen service area, I 
am most familiar with the service units in that area. Rosebud and 
Eagle Butte have no obstetrician on staff. More than 300 physi- 
cians rotated through Rosebud in a single year. All high-risk preg- 
nant patients must be evacuated prior to delivery. Emergency air 
evacuations out of Eagle Butte make use of an airstrip that is lo- 
cated in a pasture on a hillside, without two-way communication 
systems or lights. 

The obstetrician at Pme Ridge has a workload which far exceeds 
that of a physician in private practice, including 350 major surgical 
procedures and more than 400 deliveries in the past year alone. 
That encourages burn-out for these physicians. 

The College is concerned about the poor health status of Native 
Americans, and the high incidence of Native American women at 
increased risk for poor pregnancy outcome. Since 1970, the College 
has visited nearly every IHS service area and hospital to review 
the quality of maternal and child health and has made recommen- 
dations for improvement. Through this cooperative effort, we have 
seen dramatic improvement in maternal and child health of Indi- 
ans served by IHS as compared to urban Indians. 

To address the issue of recruitment, we sponsor a volunteer pro- 
gram which arranges for obstetricians in private practice to fill 
short term vacancies in IHS hospitals and to allow IHS physicians 
time off for vacation or other necessary leave. As result of these 
firsthand experiences with the provision of health care through the 
IHS, we have become convinced that the proposed loan repayment 
program is an excellent and absolutely necessary means for assur- 
ing the continued access to health care by Native Americans. 

The advantages of the loan repayment program to the IHS are: 
One, it will help assure a continuing and adequate supply of medi- 
cal staff; two, it will allow the IHS to recruit physicians with spe- 
cific clinical or specialty training most needed; three, it will allow 
an immediate return on investment by attracting physic ians at the 
completion of their training; and finally, it will assist in the re- 
cruitment of nurses and other allied health personnel. 

The problems of providing health care in rural and economically 
depressed areas are many and complex. The solutions are not quick 
or easy. But this program is undoubtedly worthwhile. 

We commend the Chairman, the sponsors of the bill, and the 
committee for your interest and support for this legislation. Td like 
to make a special thanks to the committee and specifically to Sena- 
tor Inouye for his concern and dedication to the Indian people. I 
share that concern. IVe worked with the University of South 
Dakota School of Medicine for the pa ' 10 years trying to improve 
maternal and child health in the South Dakota Indian reserva- 
tions. 

The problems there, are overwhelming the socio-economic condi- 
tions, the facilities— we had to close our operating room, part of the 
hospital is condemned, and we had staphlacacaus growing out of 
the vents in the hospital and the ducts. Who would want their 
family members to be delivered in that hospital or to have surgery 
in that hospital with 300 different physicians rotating through 
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there? At one time we had a narcotics addict for a physician, we 
had to lock up the narcotics, and we were unable to give those pa- 
tients in labor the necessary medications. Ive had the experience 
of maternal deaths in transport, children's deaths in transport, and 
I really believe the Indian people deserve moio and at least deserve 
an opportunity for a goui health care system. 

Regarding this bill, 40 of the 55 physicians in the Aberdeen area 
are Public Health Service scholar recipients. By 1983, wc will have 
a health care crises that will be monumental in the State of South 
Dakota to provide health care for the Indian people. I agree with 
almost everything that has been said here today, including Dr. 
Chase s statements. Gentlemen, ladies, that s reality. That's reality. 

I leave you with this, and it's a personal comment. I guess I have 
a dream. And after having worked with the Indian people, I've 
found them to be intelligent, creative, artistic people. And what's 
happened to them in the last 150 years, is probably nobody's fault 
in this room. But what happens to them in the next 50 years is our 
responsibility. And I hope the Select Committee on Indian Affairs 
of .he Senate will give every possible consideration to this group of 
people. They need health; they need education; they need housing; 
they need economic development, and I hope that we can at least 
provide them physicians. 

And I thank you and I'll answer any questions, sir. 

[Prepared statement of Dr. Petersen appears in the appendix.] 

The Chairman. You can be assured that th''^ committee will not 
botch up the next 50 years. 

Senator Melcher. 

Senator Melcher. Well, I want to thank you both for your testi- 
mony. I don't believe there's anything that's more pressing for 
Indian people than to have an improvement in the health care situ- 
ation. I don't believe there's any one group in the United States 
that needs it worse than the Indian people I think that says it all 
to us. And I'm very pleased that Chairmai. Inouye has had this 
hearing and set the markup date, because I think we have to have 
this bill this Fall in order to avoid the crises that you have both 
alluded to ar.d described. 

I noted. Doctor, u^ your testimony the one obstetrician/gynecolo- 
gist at Pine Ridge. Is that one person there at Pine Ridge? I used to 
hve on the Pine Ridge reservation. That person must be extremely 
busy. 

Dr. Petersen. The answer is yes. Senator, he is very busy. 

We have a program of affiliation of the Indian Health Service 
with the University of South Dakota School of Medicine, Depart- 
ment of Obstetrics. That physician is on the University faculty, and 
so we are able to rotate residents through there and medical stu- 
dents. 

With all the clinics, and the incidence of problems, 20 percent of 
the patients anemic, and a high incidence of infections and diabe- 
tes, and those sorts of things, it's considerable work. We have 
r ^i?*^'-^*^^ ^'ve discussed with Senator Daschle, the possibility 
of affiliation of medical schools in a broader pe: ipective with 
Indian Health Service, much like the affiliations between Veter- 
ans hospitals and medical schools. Because the Veterans' hospitals 
that are affiliated with medical schools have a better quality of 
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care and better services and that sort of thing. And we've discussed 
this with Senator Daschle, that this might be a possibility of long 
term affiliation of medical schools across the United States. The 
University of Washington, and Arizona, New Mexico, North 
Dakota, South Dakota, et cetera, to assure quality of care and try 
to get physicians to rotate through the Indian Health Service hos- 
pitals and so forth, and help with some of the recruitment and re- 
tention problems, because they can have medical school appoint- 
ments on the faculty, have the opportunity for career advance- 
ment, and you can increase their salaries in that way. 

And I think — I could talk for hours, Fm sure — there are a 
number of innovative possibilities to try and improve the health 
care of Indians; affiliations with universities and medical schools, 
like the INMED program in North Dakota could be very helpful; 
giving Indians an opportunity to get into nursing, and allied health 
fields. And we've vried some of those things. We do have Indian 
students in medical school and we're very pleased about that. 

Senator Melcher. Thank you very much. Doctor. 

Thank you very much, Mr. Chairman. 

The Chairman. Ms. Boyle, I am certain that you are aware that 
nursing is my spec''"'*.y. 
Ms. Boyle. Yes, sir. 

The Chairman. I have been long concerned about the interest we 
have shown as a Nation in preventative medicine. I think the 
latest statistics would indicate that at least 2 years ago, we as a 
Nation spent $1,440 per citizen on curative medicine, and 50 cents 
per citizen on preventative medicine. Our Surgeon General, a few 
years ago, and I think it was 3 years ago, issued an historic report 
which suggested that there are 10 major causes of death in the 
United States. And of that, seven can be addressed by preventative 
medicine; smoking, diet, exercise, et cetera. 

This is where the nurses can do their thing. And if I look at the 
health statistics in Indian country, I can't help but feel that with 
preventative medicine we can resolve some of their problems. And 
I think nursci can play a greater role than physicians in this area. 

Ms. Boyle. I would agree, sir. 

Dr. Petersen. I agree. 

The Chairman. So I am going to do whatever I can to encourage 
nurses to join us in working in Indian country. 

Now would the loan repayment program help you people in ad- 
dressing the nursing shortage problem? 

Ms. Boyle. As 

The Chairman. I ask this because I gather that you have difficul- 
ty getting a loan? 
Ms. Boyle. Yes, sir. 

And that's— I don't know of too many nurses who have had to 
borrow $25,000 to go to nursing school. So therefore, for people just 
working in Indian Health Service facilities for a loan payback, they 
may have to spend a minimum of one year there. Which would cer- 
tainly be a problem with retention. So, Fm not sure that that 
would help the nurses quite as much as some of our other sugges- 
tions. 
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The Chairman. Doctor, is there any rationale cr justification for 
an Indian Health Service doctor getting paid $45,000 and VA get- 
ting $80,000, and DOD getting $80,000? 

Dr. Px^^ERSEN. Absolutely not. That's my opinion. 

The Cha^hman. They come from the same medical schools, do 
they not? 

Dr. Petersen. That's correct, sir. 

I see no reason for that at all. And the physicians on the reserva- 
tion are living in some hardship with the problems there, educa- 
tion and housing and all of those sorts of things. And, you know, 
its very easy to recruit physicians to the Veterans' Administration 
and give them a medical school appointment and have the special- 
ists and all of the advantages of the city, but very difficult in the 
rural, isolated areas. And if you really want to get good physicians 
there, who will improve the quality of care and supervise it, I see 
no reason why they shouldn't be at least paid what other physi- 
cians working within the Government are. And probably, in many 
of these places, and I'm not only speaking for physicians, but for 
nurses and allied health professionals also, there could be some 
hardship payments there too— what I'm trying to say, I guess, is 
that maybe the IHS salaries ought to be higher than they are at 
the VA. 

The Chairman. Dr. Rhoades, this is not to embarrass you, but 
you won't object if we make a move in the Appropriations Commit- 
tee to increase the pay schedule for physicians? Seriously. 

Dr. Rhoades. Chairman Inouye, I believe that you wQl find that 
in fact the history of the Indian Health Service is such that it 
yields to the wisdom of Congress when Congress acts. [Laughter.] 

The Chairman. We will try our best to be wise, sir. 

Well, Ms. Boyle, Dr. Petersen, I thank you very much. It's been a 
very helpful afternoon, and as you know, v/e will be conducting a 
markup on this measure on September the 15th. The record will be 
kept open until such date. If you have additional testimony that 
any of you would like to submit, it will be welcome. 

Thank you very much, all. The committee is adjourned. 

[Whereupon, at 5:15 p.m., the committee was adjourned.] 
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APPENDIX 



Additional Material Submitteo for the Record 



SENATOR MELCHER'S OPENING STATEMENT 
FOR HEARING ON S. 1475, 
INDIAN HEALTH SERVICE CI INICAL STAFFING BILL 




GOOD AFTERNOON, I WELCOME WMHHMHnBHHliMMBMi^ 

O^BM ON S. 1475, A BILL WHICH l>ROVIDES SOLUTIONS TO THE 
ABSOLUTELY CRITICAL PROBLEM OF MEDICAL STAFF SHORTAGES IN THE 
INDIAN HEALTH SERVICE. 

I INTRODUCED S. 1475 BECAUSE THE INDIAN HEALTH SERVICE IS 
AT A CRITICAL JUNCTURE IN ITS ABILITY TO PROVIDE SERVICES TO THE 
NEARLY ON': MILLION INDIANS IN THIS COUNTRY WHO DEPEND UPON 
SERVICES FOR HEALTH CARE. AS WE WILL HEAR FROM THE WITNESSES 
TODAY, IBS IS ALREADY SHORT ABOUT 15-20% OF ITS MEDICAL STAFF 
BECAUSE HUNDREDS OF DOCTORS AND NURSES HAVE LEFT THE SERVICE TO 
SEEK BETTER PAY AND WORKING CONDITIONS ELSEWHERE. 

IH£ /AS N^T BEEN ABLE TO REPLACE THESE PROFESSIONALS AND 
THE RESULT IS A REDUCTION IN THS QUANTITY AND QUALITY OF HEALTH 
CARE FOR THOSE INDIAN PEOPLti WHO ARE SICK, SUFFERING FROM 
DISEASE, OR ARE INJURED. IP SOMETHING IS NOT DONE, THE SITUATION 
WILL CONT^ TO DETERIORATE UNTIL IT BECOMES A DISASTER. 
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INDIAN HEALTH CARE IS A TRUST RESPONSIBILITY OF THE 
FEDERAL GOVERNMENT. I BE' lEVE THAT CONGRESS MUST ACT QUICKLY AND 
DECISIVELY TO AVERT THIS LOOMING CRISIS WtTHIN THE IHS. IF WE DO 
NOT, THE STAGE WILL BE SET FOR DISMANTLING OF THE SERVICE AND 
CONGRi-SS WILL HAVE FORFEITED ITS FEDElvAL TRUST RESPONSIBILITY TO 
PROVIDE ADEQUATE HEALT'! CARE TO THE INDIAN PEOPLE. 

THIS CRISIS HAS BEEN ACKNOWLEDGED IN CONGRESS ANO THERE 
ARE SEVERAL PROPOSALS TO PROVIDE ASSISTANCE. S. 1475, HOWEVER, 
IS THE ONLY PIECE OP LEGISLATION WHICH IS AIMED SPECIFICALLY AT 
THE INDIAN HfiALTH SERVICE. IT IS THE ONLY PROPOSAL WHICH 
ADDRESSES BOTH RECRUITMENT AND RETENTION. THIS IS IMPERATIVE 
BECAUSE IHS MUST REPLACE ABOUT ONE-THIRD OF ITS STAFF EPCK YEAR. 
NEXT YEAR, FOR EXAMPLE, ?00 DOCTORS AND 650 NURSES ARE NEEDED. 
IHS HAS TO DEVELOP METHODS TO RETAIN STAFF FOR LONGER PERIODS OF 
TIME OR RECRUITMENT WILL CONTINUE TO BE A NEVRR-ENDING AND 
EXPENSIVE PROBLEM. AT PRESENT THE PROFESS lONAti STAFF RETENTION 
RATE IS ONLY 5%. THIS RETENTION PJ^TE CAN BF INCREASED THROUGH 
TH.i PROVISIONS OF S. 1475. 

: WOULD LIKE TO SEE THE COMMITTEE PROMPTLY CONSIDER THIS 
BILL AND REFER IT TO THE SENATE FOR PAS iGE AS SOON AS WE 
RECONVENE FROM THE AUGUST RECESS, I^J TIME TO STA^^T THE PROGRAM IN 
1988, WKICH IS URGENTLY NEEDED TO AVERT A DISASTER. THI3 IS OUR 
RESPONSIBILITY AND DUTY TO THE INDIAN PEOPLE OF THIS COUNTRY. 
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TESTIMONY OF ELLEN M. SMITH 
OFHCE OF TECHNOLOGY ASSESSMENT 
U.S. CONGRESS 

BEFORE THE SENATE SELECr COMMITTEE ON INDIAN AFFAIRS 
CLINICAL STAFFING IN THE INDIAN HEALTH SERVICE 
August 6. 1987 

Thank you Mr. Chairman. I am Ellen Smith, analyst in the Health Program 
of the congressional Office of Technology Assessment (OTA). I voiked on OTA's 
study of Indian Health Care , published in April 1986. and I am here today to 
report on a follow-up to that study,. Clinical Staffing in the Indian Health 
Service , published in February 1987. 

The clinical staffing s.udy looked at evidence of manpower shortages in 
the Indian Health Service (IHS), and at IHS's sources of manpower and 
recruiting activities, in view of the termination of the National Health 
Service Corps (NHSC) scholarship program, which has been the primary source of 
physicians for IHS U\ the 1980s, If IHS is unable to replace obligated 
National Health Service Corps physicians with voluntary recruits, its present 
health care system may face substantial reductions in service? and facilities 
in the early '-990s. 

Manpower Short ages in the Indian Health Service 

IHS provides comprehensive health services to nearly 1 million Native 
Americans In 32 States, including Alaska, through a system of 51 hospitals and 
about 130 full -service ambulatory centers. Six of the hospitals and about 50 
health centers are operated by the tribes under self-determination contracts. 
Services that are not available from IHS or tribal programs may be purchased 
from private providers under the IHS contract care program. In practice, 
however, contract care budgets are limited and needed services often must be 

-1 
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ieferred or denied. In some IHS areas, few prlvace physicians, clinics, or 
hospitals are accessible to provide contract services to Indians. 

IHS is the largest health care system in the U.S. Department of Health 
and human Services. In 1985, IHS employed about 10,400 individuals, including 
some 750 physicians, 2,800 nurses, 300 pharmacists, and 275 dentists. Yet 
this workforce is thought to be 10 to 20 percent short of what IHS bblieves it 
needs to deliver its present level of services. Again, budget constraints are 
a factor many of the approximately 1,100 stt»ff positions that are vacant at 
any given time are iinfilled due to lack of funding. 

IHS also has severe physician retention problems. Only about 5 percent 
of National Health Service Corps physicians in IHS work even 1 year beyond 
their service payback periods, and only about 5 percent of voluntary 
physicians accept a second 2 -year assignment. Ther^ :e, IHS must replace 
one-quarter to one-third of its total physician force «ach year that is, 
about 200 physicians. 

Although the OTA study focused on physicians, some IHS areas -- Havajo 
and Aberdeen, for example -- report that it is becoming increasingly difficult 
to recruit adequate nursing staff. Because qualified nurses are in short 
supply throughout the United States, this problem is expected to get worse. 



IHS works hard to recruit physicians and nurses on a voluntary basis, 
but it is dependent on the National Health Service Corps for most of its new 
physician recruits. Therefore,^ the loss of Nstional Health Service Corps 
physici<»ns is the most serlotis immediate threat to IHS clinical staffing. 

From 1984 through 1986, IHS obtained the services of 130 to 150 National 
Health Service Corps physicians annually, each for 1 to 4 years of obligated 
service. During that period, IHS recruited only about 50 voluntary physicians 
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a year. IHS estimates that 60 percent of its new recruits, and 43 percent of 
ics total physician workforce, are obligated physicians from the National 
Health Service Corps. After 1988, however, the numbers of available Naclonal 
Health Service Corps physicians will drop off sharply, ^nd there will be 
virtually none after 1991. This decline in available National Health Service 
Corps physicians is illustrated in table 1 (attached), and IHS will have to 
compete with Federal prisons, community health centers, and migrant health 
centers for these remaining physicians. 

The National Health Service Corps is being phased out because the Reagan 
Administr.it ion has restricted new scholarship awards. More than 6,000 
students received National Health Service Corps scholarships in 1980, but in 
1986 there were fewer than 50 (see table 2, attached). The Administration 
justifies this policy on grounds that a national surplus of physicians will 
cause new physicians to settle in rural areas, thus providing services to the 
underserved and eliminating the need for the National Health Service Corps. 

Even if more phyricians are beginning to locate in rural areas, as some 
research indicates, this will not solve IHS's staffing problems. Physicians 
who establish private practices in rural areas cannot serve IHS beneficiaries 
unless service is authorized by the IHS contract care program, which is 
limited by its budget. To hire physicians for its own Hospitals and clinics, 
IHS will have to compete with other coraimnity organizations, and it often vxll 
be competing at a disadvantage. IHS now car y no more than $43,000 p ir year 
for a new 3 -year resident family practice physician; soibc rural communities 
can pay $60,000 and more In addition, IHS facilities are among the most 
isolated in the United States, with associated problems of inadequate housing 
and community services . 
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As a ''irchcr cauclon agalnsc relying on the physician surplus cc correct 
exlsclng max ilscrlbuclon problcos , Ic should be noted that no surplus Is 
forecast in Timary care physicians, the type nost needed by IHS and rural 
coDQunlcles 

The ■)le of the Public Health Service Congaissioned Corps In IHS 

The Public Health Service Cocoslssloned Corps Is an inporcar.t factor in 
IHS clinical staffing. Corps officers represent about 20 percent of t »c total 
IHS workforce, and a larger share of its clinical staff -- about 80 percent of 
IHS physicians are Corps acsbers, for cxaaple. Although the Cocuslssioned 
Corps Is not Itself a recruiting sys ecs, IHS recruiters bell< * It is a 
positive factor In recruiting and retaining health care staff. 

It Is difficult to compare the costs of t e civil service and 
Coaalssloned Corps personnel systems. In IHS hospitals and cltnlcs, however, 
it .'ppears that Corps physicians are less costly than civil service 
physicians, primarily because civil servants must be paid for overtime Worked 
beyond 40 hours per week, while Corps officers are not paid overtlne. 

Doctors in IHS hospitals and cllnl»-s commoi ly vork 50- and 60-hour 
weeks. With overtime, civil service physicians may earn up to the civil 
service maximum pay cap of $69,000 a year. The Navajo area recently found 
that while Its Corps physicians averaged $41,000 to $45,000 a year, nearly all 
of its civil service physicians had "maxcd out* with overtime pay at $69,000. 

The Surgeon General recently announced plans to revitalize the 
Commissioned Corps, which IHS will want to monitor for possible effects on IHS 
staffing. 



What Can IHS Do Ahm.t its Staffin g Probl<>f«^? 



IHS needs to make the best possible use of its current staff, while at 
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the same tine increasing Its efforts to recruit sore voluntary physicians and 
nurses. A special IHI task force In 1986 projected a need to recruit about 
200 physicians and 65C nurses a year to naintaln present IHS staffing levels. 
The task force also developed plans to meet those needs, and vith Increased 
funding In 1987 IHS has Inplemented several new recruiting strate^^es, 
Including a medical scnool faculty advocacy prograa and an out-of-servlce 
residency prograa. IHS has recruited 63 voluntary physicians to start work 
this suzsmer and at least 140 physicians have been assigned from the National 
Health Service Corps. Thus, iHS's voluntary recruiting program Is naklng 
progress, but It still Is far fron Its goal of recruiting 200 physicians a 
year. 

There are serious obstacles to IHS ^^oluntary recrultli.g. In addition to 
the extrexae isolation of IHS facilities, IHS cannot increase its salaries and 
benefits or offer special recruiting bonuses to coapete vith the private 
sector. In fact, IHS cannot even pay the travel expenses of spouses who 
accompany physician recruits on site selection visits. This may seem a minor 
point, but it creates real difficulties. Limited funding for salaries, 
benefits, and malpractice insurance also affects the ability of tribal self- 
determination contractors to staff their prog'ams. 

What Can Congress Do? 

Congress can support IHS in its voluntary physician and nurse recruiting 
activities. In addition to voluntary efforts, however, there is general 
agreement that IHS needs a source of service-obligated health professionals 
like the National Health Service Corps to meet its future needs. Options that 
are available to Congress include the following. 
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0 Congress could reauthorize the Naclonal Health Service Corps 
scholarship program. But this would be expensive, It Is opposed by tre 
Administration and some In Congress, and It would provide no Insaedlate relief 
to IHS because medical students supported now would not be trained until 1994 
or 1995, long after staffing would have become critical to IHS. 

0 Congress could reauthorize the Indian health manpower training 
•programs under Title I of the Indian Health Care Improvement Act. These 
programs, while useful, have always been small;: and like the National Health 
Service Corps scholarship program, their expansion now would not produce 
trained physicians for 4 to 8 years. 

0 Congress could authorize and fund a new health professions loan 
repayaent program to be operated either by th^s National Health Service Corps 
for IHS, or by IHS Itself. A loan repayment atrategy aakea sense. Unlike the 
National Health Service Corps scholarship program, loan repayment covild 
provide health professionals in any needed discipline t fill IHS vacancies In 
1988 and thereafter. The Federal Gov#*mment would contract with fourth- year 
medical students, physicians in residency training, .nd other physicians who 
agree to work a minimum 2-year assignment In a designated IHS location or 
health manpower shortage area. In return, the Government would assume up to 
$20,000 or $25,000 of the individual's educational debts for each yeir of 
obligated service (in addition to salary). 

Conclusion 

The r>.le of Indian tribes and tribal organizations In recruiting and 
retaining health care staff should not be overlooked. Active tribal 
participation in the recruiting process can Improve results. Tribes also have 
a critical role In Improving the retention of clinical staff. Retention Is a 
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acre difficult problen than recruiting, however, because it requires 
iaprovetBenta throughout the IHS system: better facilities and equipment, 
adequate support staff and housing, and better community relations. It is 
beyond IHS's mission and means to fill all these needs alone. For this 
reason, the Bureau of Indian Affairs, other Federal agencies, and tribal 
go^'jmments throughout the country must become involved. 




ERIC 



411 »lt<tflifwt. at •! tUfcli II, mi 



S«fvti« 














rt*r Ow< On A4ttvf 'Mtr 






















II" 


ii»i 


lITf 


till 


tilt 


till 


111} 


tt t 


tllS 


till 


till 


till 


titl 


till 


till 


lilt OtAmw* 


t 


•.lit 


*ti 


ttt 


112 


tit 


til 


tIS 


4M 


t.tTt 


t,t«l 


t.ltl 


III 


ttl 


tri 


11 


tt 


1 t 


t 


t.'.N 


tit 


ttf 


lis 




III 


tsi 


111 


tU 


til 


lit 


tT< 


IT 


ti 


tt 


t 




S 


t.:it 


tt 


a 


St 


tft 


ITI 


ttl 


til 


Sit 


stt 


tM 


Jtl 


ttl 


II 


Tt 


11 


I 


4 


t 111 






1 


1 


11 


II 


lt| 


Its 


tSt 


»tt 


tTI 


tis 


St 


t 


t 


\ 



o 



t « fiat, nt nu. ftii»Mt f4tttii umtt e«r»t, tMi. 



ERIC 



..00' 7y 



BEST COPY AVAILABLE 



B*tl*Ml lUUlb Ucf C»tp» (MSC) tl»l4 rt»<«MAl 



Tilt 


MfIC 
(•OM) 


ri«u rr*«c«« 

tin* ltcM4tk 




ESC fcJMlaf 


iMf rc<»iM 
Aju-^j 


r*ta 


1«T1 


1 l.OM 


30 










1«T1 




111 














111 










ItM 


• .TIT 


415 


I I.M« 


ITS 


• 




iffi 


14,115 


iM 




1,4«« 


I4l 


1,M4 


1«TI 




MO 


as,M» 


•T4 


I.ITI 


J, 151 


Tc«Ml*tMi Qmcc 


•c 


... 


2X,S«* 


Ml 


1,T4( 


l,«4ff 




S4.IM 


•«C 


4*,0M 


l,0«3 


l.ill 


I.ITI 


III! 


It. IN 


1.4Ul 




I.ISO 


l.MT 


I.4IT 


ii'i 




l.UI 


TS,«M 


:,uo 


4.U« 


• .4M 


ino 


Ti.lTI 






l.TTS 


4.IIT 


• .ll« 


itii 


.'.TM 


a. II* 


n,«M 


tis 


4,1TI 


4.IIT 


l«M 


«I.«TI 


a.Tia 


«t.»M 


i*o' 


S,2«« 


S,4i« 


>MI 


ti.in 


X.MI 


II, «M 


I44> 


T«l 


•IT 






a.M« 


I.IM 




M 


IIT 




T>,0«* 


S,«M 


a.M* 


l»* 


IS 


4« 


1M(* (••! ) 


1 M.m 


I.M4 


1 a.a«i 


ll>(t*t ) T (cic.) 


4J (aat. 



1 PcM l«n tlM«M«h t«T|. all IMC mU rl*««M«kC* f«4«»ttp CmM. I1M« im. cfe«c« Wm • icmjUIm «mp (m 

P«4«c4l fUU »**ltl«u t4 ptlw »fMflM •••l»MM*t (mi m4 »flv«t« r>MclM I iM (FM) »**ltlM« I* tU4. mlf IT 
^••Mt tlM MK fl*t4 »*«ltl«M (IJMIWIM Ifll *«f« (•4«ftttp fwU«4i U Mc* ffii m< 11 ^c*MC w*c« f?C. 

> Placal r**' IM* •( A«tw*f l*M. 



ERIC 



ftouicsi * • M>i. m. K>iA. >MC. *me uw. t«i » p* i i9«*i*i !••««. Upim^^i stu 



79 



76 




J-.I'fc^ 3'*i'F= fiNfTF 



I tf". ;.ice3ec -.r cpDCC bcfort tr;:5 re-.": ties to pres-n*. ny views ot S.U75, a 
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•unci.cn hai ^ .i**-. .n dis^^^in^, tnr-.ugr ^na ^.QwitfiClc treat -ncni of 

t»ie *ct./it:*5 c* the Pcccro. ager.ci*;^ in carry. ng out their rcapons'h^i i ;t i ci 
under reoerrt! '^fct.es cTC statutes, tr^t our govcrnnont honors its treatv 
connitnepts tc the Inflia" t^roai government*. Tn n> ^icw, the Cojnn:*.t*e'5 
study o* s.j-r, rrjt.ral iis^et as clin.coi stoffmg :n Im= anc its proposal of 
rcncoial ieg:5iot.or it of paraic^unt :r.pcrtan::c tn providing the Fedfirdl 
agencies uiti xht legitime author.;, -equired lo ^fre^tweVy ca-r/ out trsir 
fur.ct;Oni Ir ac'Mlic^ to tnese otj-'iOL.s benefiti, there is, in cpenence, 
dnotner very mportart '-esuit of this Csnnittae's action; — the pro/iaion of a 
very clear ^essaQC to the Indian tribal gcvernncnts and to the health staffs 
(both tritial and IMS) f^at serve the« that the health of Indian people is 
inportont and tnat the Go/emnent of the United Slater re»^aii co-^nittod t'^ the 
QO«l of tlevating the health status of American Indians and AlasKa Natives to 
the highest possible level. Ihis message has e ver> positive inpact oi the 
very issue /o»i are ccnsidertng today — clinical staffing — beceusc of its 
inpact on irpro/ino the norale cf the clinical staff it»clf. 

We all ;snow that rer^arVable proQresr has been r-fldA by tho IHS «nd the tribail 
health progra-ns in irsproving the health status of American Indians and Alaska 
Njtl>es during the past three dacades. Reductions in infant and r?flt«rn«l 
nortaljty and rorbidity and rortaitty frop^ infectious dittases represent Qn« of 
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' •^'■•r ' r T ' , ; t f ,^css 1 . r r -jv I rr: . f;^:^:- ' ^^s 

.■^.-^t.or. , -J.eiLe*.i5 Arc. ^ >:nci suCiS'-j'^-.e 

i i'.'-^^' 'noi f.c res*, j' ".e '^''..te*: "Itstf^ 

While I pflyc often SAprc'ied ^ iCv : nat -.cl-.'-.q iresc rafiQini ncj '-eai:^ 
probJsrf.s will uepcic) Ped.*j^ j: or. eriiflhtenec ara *ffect*ve ccr-^^uni ifcticn 
rt'iii changes r r.urar Lsha.ior, o an .'escau^^cie fact :^o: i^e resd, 

avaiiab:iAt/ of we: l-t"? :r.ci;. cor>petent af^c ^onsc ; on : oui -ii-^icai staft 
t pf,y 3 ic 1 ana . iiii^ccs, Jfrtists. pnarre-iijts and olheri > u:j: be 3o5olutelv 
csicntial :f tr.r hcsi♦^ :)f i-rtian peopio is ''iS :ntcu nisd , let alone 

sievatcd. In f c>c : one of prtncitai reaaora \or th« cJccision of tne 

Cona-^css tr i'^tfr.'.fo'" :hr inc.an hcal'h prr-grdfi f^-on tne Purs^iu of Indian 
'^ffai'"^ •Oi'i' tu tre P».h;._ Heal;n Service kpttS; i" 1355 Mc*. cf rtugus: 5. 
1954 J u2i the exDftctat . ::n, sincr largely ccnf^rr.to, th^t ^hS i*.ould be nDr* 
suc::eaetL.i m prc-'iJ-'^c} the necessar/ ciin:cai stefr. In 5cite of this 
i«pro«/e«ent , a* i test.^ea aariic. the sfciiit/ to rccrjit ana retain this 
e&scntial clinical j*.at* r.as G<»en a rccL.'^ri'-Q yrohiew fron *ne eari.cat oa>5 of 
the InOic^n Mealtn ler 'iie. 

ftfter scvo'-al ycora of roirttivo staff suffic:cnC/, rscer*. events r.ave again 
raised new concerns ab&jt the ability of IH5 to p-'ovidr the necessary ciinicai 
ataff. In Fetjri-arv ot this year, the Office of Technology ^issessnent i OTrt ; 
pretenteri to t^e Cor.Qresa a ipc-icil r«iDori on "ClipicaJ Staffing m the Indian 
Hcftitr. Service" OTft predicted '3 -fitical ihortsge of climcai staff 

iespeciaiiy' pt"..£lcians and r.jrses «j;thjin tne ne-t tuo or throe years 5ince 



"e *tcj i: 

•^f r^Oian Li-i^ij :^ n 
popwiatcn. 
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31 if',',:;, tt.e :-, :i.»n -ea.l' ,.'-.crir i ui.l 3ff's- sr^cc.'.c <;om~»ert 

iwppo"! 0' u.- pre -r • r/j -j . . j sjt , ►efo'-t ^ cc, i r e-cj tr ^.nare ry ' : eu 

f^£l tne i--,a-tcf- --lj:;or :r r..s ^-'-o^or; .jspenc; r..-e or retar.t^sn tra- 
recruMr.e-t tht -epr-Tec reten- - -te physiciani. in Ih:. o' c-i. 5 j.— 

ceit ,-T2-5 q-'^pn.^ s.icance c ► tr 3 scousncjs -.f the reienticn is5js. 
cranted, rec t ne-^t r>i;ax ozcjr Defer'. retflnt:ooc^t it tsen: M..o'js that 
tnc 32.'* '::-erticji fo- ^•<intdin;na d stab e, co.-r-<?tcnt and carno cl:ni:3i 
st^'f 'tou.reo th^i thcjc uDo are recruitco f.na providing DoUic^i service to 
Jno.an cor-^unji;e5 tr. oe ^ -.atisfy.ns and chaiienginQ e-perience. 

What are so«e ot the ust impart 1* factors uiinin the influence of thu InS aid 
the Ccnqr-si that -Jupport retention? These would include good clinical 
facilities 'hospitals anjj cljrics), modern medical equipwent, «depuate staff inQ 
<nursinra. laooratory and radioloQy services, phcrnacy and others), adoquatc 
staff houpinQ, appointnent in thu Conni9Sionu0 Corps of the PH5, ability to 
serve a ccholarehip or loan repaynent obligation and participation in a dynanic 
and creatlva connumty health prografn th«t denonatrates progrfss ;r connunity 
dovelopnant and improved health statviS. 

Unfortunately, tha annual ritual in which the President proposes drastic 
reductions in the IH5 budgat strves to discourage retention, physicians who 
already are over worked, are without qdfQuote support e^aff and frequrntly 
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.erer* % ^ t '"^t " '.ai»^>. ^> i ' " ~ zr z i iJi - "-•-c-' ^'uj 

• c j''-^ la-ii^' ; prop^ ^ ^ u :-'.r - <; - e cesaeti jnc -.a'*/ x^e 
ci.'-i;:2il i'.*T- r«-t^e ^l^ia-j', .lacle trei. deiit-JO'- - D^>b.--"^'^ i'-d - jriei s 
t r:i^.cjcc! ma* tfif. . no i r.nger ^raz* I'zz •:--p*vJCie quality c^pet :enT 

care wiir » r' □rc>pc:-rd reclu;:t j :ins ancJ Ms.e :ef' tie '.ervj-e. t ne res to. at -^n zf 
♦ f.o '.iini';di f^rrj.-,q .ori t<.o late i *• e -e-'.rifti Defcc ihii 

Ccnritter on ans'.fc' o::c£j^:oru there ruit * :;ds*.'- -or.ni'.ncnt to stobie ar.c 
sdequdte T'^ri:ng :iT tr,e It^.^ian nc^^iltn progran i e^e i t- t)f on/ ^ODe of a 
pcnancnt r-acluti^.i cr the protjlefn cf clnital stafrir'y I alio bciie.e tnat 
success ot the t dJ in 1 <" -.let crn mat jor- p-^sces? is also Jep-noen* uDon tnc 
aar.e itacic and jdequatc fundintj, Incjian trjbfil govcr '".nents carnot be c/pectcd 
to oapire tc manage th*ir -jun hcaitn prograns if they arc tnreatened each /car 
with subaiantiai rcauctionj. in their aoility to provide Qufllit, hcalin s'-rvices 
to tf ir cDnruPit ICS . 



It 13 ny view that, as introduced, E.U75 appropriately and effectively 
addresssa aone of th-^e rolonticn laaues bul it wouU be a ni5*a^e to believe 
that ♦his leQialfltion by itaelf wiil proviCe the long t solution to the 
pervasive problew of cllnlc^i stuffino Indian health proQrar?. This bill 

docs, however, provide tht Qbsolut«iy essential direction for the innedlate 
crisis, contlnuina attention to the other clinical staff retention requirements 
noted above will be rcQ' i^cd m thfi future. 
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ttijjtf r'^'T'fe •• t 'H^f;. r r :\j tn*' i Ci;u2r-'3 ri.'«ii.::r5 v.: 

*■*'•'-''-'"''•**■ • Si,,.-, ♦i." tr.a .""i . -I:! '..■■n je'e^".! '^e .'.a '.ir,C::i 

iti'ti'^g -'t'^-i :^r.u.Qt -'ift'^.nr; re3ft>»fc-i tc tnose ipdi^iaurtis 

^f.o f..r-2r»:. '* ' rr j.ii ar.;-'. 1 e, -r:-- ctili«,, o.'.-jsn stai'? ,i\ & 

tir.e./ rtr.nT Ui'T,l-' tni« r.eu, pro^ra-. .• 1 j De "."i? cifrrc^j.* f :r 
if.t/ "• -,A«c .f, ' t».s iTir-.neiL ,z . ::f ^c'.^-a. H-elth i=r..ce Terrs 

' t- rr' s.c;jr rrcrujti fr^r -vhSC orog-arr, . wi*-, tr- IHi 

nii^d fc- flppr J' J r.eilii / ^^ifl nei- re:;'-jjt» each ^eftr af, experience of 

w'ly .^CvuL 50~E'3 oluntflsr ph/^ s3.:p yftdr. jt cdn reaciiy be seen 

tnai trr. ics; tn:* fiHbi. reiource .(.id rt^ult in ? d^a^istic '-eas^ctio'^ m 
(jn>t:ci3n larfir^ £ /en if the r.i.n*;er 3^ .o.untar/ recru:ts coo.d be 
= or^eunet inc'-cAsCT, me inr^itabl* shortage o" i c lar-s wsulci resjit n 

a ft^rtrer ;c entw.^'. ion or the sicrtarje d& aoJ^e of '.he "eriaining 
pr/i.c:ar,s, airsac! itressert hy nsA*. wrrf icad and shortage of 

support. rq '-''ourt.es, can no Icnger accept the cJcter : o'-at i ng qyaiity cf 
petcicnt c*'-* and lejve t^e 5cr ice. past e perie^cc has denonstrat^d tnjs 
unfortunate result. 



, shcuid aiio De rotea tr-it the figures cited above oniy reflect replacng 
the current ^eaicci staff. The Dest project:ons that I neve ca»n of the 
a:tual nL."".t)er of priysicians neeiJ-iC to orot^lde the essential nedical care 
required b, the present pcpblation Indian conpiuniiies served t>y the 
Indian health crogran iS t^at there is already a f'fteen per cent 
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• '«*e:. r.i !c;e' rl-./--. ;r-'-jic5 ^.c:>l ^ji.xizr,-! an;? cthc." 

J.5i'-,c?n' 1 tr "c .rui : ^jfir.t ap:; ♦ic t-? dDPl> tc phy^ici^'^i aiss 

*. nii'-si-ig it CM. Irs ■ 1 : '~. , ihc-e ;3 d 5enera: 5 no-" tag- 3* 

0'*Dtt55 irna 1 '^w'-ses irt f . s. L^vr.'". e^^Jcncc or tn^£ .n the 

Wasb.ngtar -t:^ rcjiC . i t^n iir 6a loas tr.« agqrejivc recruiting efforts and 

»^ian rjrsi'-.p ita'^ /scanc/ rate- :r our Icca! f'aip i *. t» 1 < . 

HCtflir. ^i-ot C25 :c -.al scriuiansh;^^ , whlia :he, ha^-e Dsen e^treneiy neipfui 
.'^ rr'"*" t ,eAr^ 5;rinl/ require to; iong a lead line to be of innediaic 
help and. u the . raue acr^et.r.es '--suited in persons aeinq trained 

'o*- pcs:«icn3 u"> lop.aer neeaed wrer tnrir training ujas coMpicted. 
H'-ue-e'-. I d> faelie/s tr.ot tnr special Indian Health Scholarships 
author. reo :ri *it-'* ot the InJian H-a : t H Care Iriprovenent net iPl94-437) 
a^e of rriti^.^i trport-jrce *or othe'- 'easons, the need to increase the 
nu'nbsr ot Indian people trained m the health profsssiona is nOcesJary not 
onl/ to redress ire :jefi;:cncy m Indian Peoplo ip these profession* but 
also to enhance fe c f f ect i vertpat of Indian haolth progra'is by hnviP^ 
service provided Indian people and b/ supporting the policy of Indian 
ael f-detcrnmet 1 on. I uould rttpectf'-IIy 'jrflO thi» Cojirsittl»0 ta cpntlnue 
to fiove tne Indian Health Car* hfnandnc^ts of 1987" (S.12B) to p«>««qft so 
that, anong otner proari^wB. the Indian Health Scholar ship progran can 
cont mue. 
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noat inpc^taft rflc«c<rs tor r-rruitnent <jn .-eif:nt:or the ccceptoncc of 
trt j;i-igf,Picni by tnt ss&uac ^nhaspiress in the hone ieact to Joss of 
the recruit ana p^o^ rcter.tjon. 'tUc^ino the apouaa to .:tit the 
pctf:n+i«: ass . Qn-^e- 1 io-ttion provines for {j-tiar jridcrstaPcUnG of the 
opportuniuc. for r.ftoninafu] service ara Bl^o* the Indian cor.nunity the 
opsortunitv to '*fcU" their progra- needs to tns ipouie. 

Tribal Cenonstration ftecruitnent one Retention Prcgran it ii ny opinion 
thikt the most effective method of rccruit«ont and retention 15 for the 
Indian cofnnumty itself and the cUmcai staff nenber to >orn a nutuaiiy 
saliafying relationship. Enhanced retention also naVea racruit/rjent nore 
effective, a tircng endorsenent by prci-nt staff that this is a good place 
*® ^^f^* encourages othora to join ,hen. A nunfaer of tribal 
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-.'.e r^j -5*2 'r^ -.>m1v. 1 1 n<3S recart I / User iccei^'i-. i^sro^.'-i 

•r'c:- re-.ert.cn of mea.rai s'.of'-. I.-^pler-^M-Tt ; t^iL ;;rcv'!s:cr sf-cjicJ 

cii 2f the tritts 

Tribal Culture ir.fJ Mjslcr/ This in^ftr p^-^..ii:;n thfft siQni f icsn; i / 
enhances DGlh -cir-uif.PM and retentic^, B, .nvowing tne tribai 
cowniirat/ cr.lieges antJ t-jisai ^jC ,err,*ent5 , t re -siaticnsnip the 
Incjein Torr.unit/ arci the rn^luai un:3o- stanrfint ->it'i tre lKt'Co! 5t?ff 
be enhanced. Bsf.er unOoritandinQ yiii privids fcr fc-tter tare, ncrc 
professional tatis^action and improved rctentior ^Icng Jith the 'r.bai 
OcMOnstration Retruitnent snc Retention Prcgran. this provision aigoait 
clear Conqr est*onal reeognit-.on that the Indian tribal Qover^.r^enta 
hfl/« a cru'wiai role to play in the recruitnent ano retention of their 
clinical staffs and shculrf furthar encourage '.hen to becofte full 
participants in the recryitngnt and retention effort. 

INMEO Progran I nave noted earlt»r th» inportance of having f»»Qre Indian 
people trained m the health profe»sJonc. The INhEO progran at the 
University of North Ool^ot* has had «n outitonding racard of encouraging 
Indian youth to aspire to health profcsBiona, to obtain ♦He'acader.ic 
aKllls necessary to be fld«itt»d to profe»oional schocls, (especially 
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t^c '^.'''^y «».i.s tfi <^ciT '. to L,^ zr ' r*ti •* 

I.. .Lj' - r-^'2«fcipr.ai i- a:niriR and -r c' . fsi- ra';,^j35-. 

iccat:c',. :re r a;icDl:!''.. r this :ppor:uf.: -.y is s 3«-fi-:tt plu^^ 

t3c:T:or.dj irce-t;.e f-tn-intion Son^s Tnc pa/ fcr r-rs^iri.-^g heali' 
£er/:ce3 1- .^c:ar. 'onr.Lini t , e*. has ne.er Leon eq^..aicr,t tc tf.a: a.a.lenie 
:n -.Ci: c'.nar p-actice locations er.ii proDat:l> r.e/-r ^ili 0-. ncwever, the 
decree :i uhi:h aa Janes in In5 fali be lew tnoie ir :ne sn.Jte sec to- has 
tis:cn a serious fcarner *c --cru 1 1 ner.t frfl -etentlon, 'it aor.e pcini. :-e 
disparity :n salaries brrswes -riticai if one 13 to ofa*«:n ihcic 
Cr;:cii:,or.eri ^itn the rttqui3*ta smi-. botr, of these inpcrtant 
provisions directly address this crucial issue. Providing saianes :nrre 
COTipetetxve with tno private sector will a igm ' icant 1 y :r.o-ove tne ability 
of Indian conr.unities to maintain their health systers. There nay be 
other rechants«s. sucn a6 the Federal Phyistcians Conparabi 1 ity nllo:.af:ce 
rtct authority, th6t could be consjderori to ir.pro^e clinical st*ff salaries 
salaries but. at the very least, the 'incentive special pay' already 
authorized by fctatute should be l««ftdiatsly i/nplereoted by the Departnent. 

Tort lietJUxty Th» nedical nalpracticc problen is one facing ali 
coMnunitiesi tne rapidly increased coat of f^alpr^cticc insurance has 
resulted in phys tns ioavlng thair practices and is result ing in serious 
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Fti-^-iv ?lr.a.col OratJijatc usrr.r ^ tr«t ion FrGjsct Ip * .last, I«? na^ 

drsapsoi'-tinrj e ^pfS'- i cr.ccs . State Board; cf Medical t-anners, uncie rajcr 
f.*ic' 5 -J-Idtc to '.'Jt deterr.inalxon of professional qua! » ' 1 cat j ons «?na 
conrietencc of f.^, s tc * 'jr.? . na /c had « Qcr-d deal of di 'fiCi.it/ »r. Assi-ring 
thai only pfi>ijcifiris with aacpuate training erd cor&etence ere alJa^^d tc 
O^ojcticc ^eo.c.r,- ni their state*. ! dcn't celicve il \t reoiutic to 
c'ptct the iKi, uith of ita funct.i-'^s fi'^d 1 in ted reiources, to be 

able tc pc-forn th« function thfti has createfl sc r,i.ch difficuUy for .Me 
fttflte boards, Thcefore, while it iB tewpUng to ioo^ to FMSs to pro/ide 
relief fnr ^^o shortaoe oT phydicjanj, n>' cr. cc-n for naintaining the 
quoi:ty of nedicoi cj-e in Ind;a.J conr'jni t i«t le^^da to rsccr-ncndat ion 
of ;au-.ii»>. Tn* dconatrat ion project proposed :n thia oiii offers, 1 
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2r:^^.i:5sr *cf -.--e iti-c*cb and rtr.srta a•JD=:*^.e f^ff- -ct.o'*, -tt 

sce^irgi. perrcp-nt, or a: .east current 1/ u-^rcl/ec. probic-. m :-:C:ar 
r-*i:n ipp-'oprtfltftl/ dcsijne:! anc wei '^trr^tc cut L.it'^ the 

Pflrt.c.rflt«cn . f dl: .:r the in/oNeC fetJc-ai agencies. :-.:lud:na tr.e 
cf «3-a5e-cnt end 8ud5et , :t co.ifl --s-jit re:. ins:g*^*5 ard 
tjccectorct cf the cran, 55 tnat a-e requi-ea, 

in jurner/. tr.- threat -f serious aeteri cret lor of the J eve! of ^calth care 'or 
Indian conmunxtiea xa real and xr-nxnant because of or3;-c:ed shortages of 
c!:n:c3: ite'f x t lat j vsa xr. S,M75 offer an xnrcdieta and. :n /jew. 

the aeat ^cpe 0* a.ert-j thxa cnsis. Uhilo the iorC'i^rr reaolutiop of the 
prcblen of clxrxcai staff xng xn IHS wxll require rsore conpre^-.ens J /e aCtxcn, 
the ti-^sly paaaa^e of 6.U75 xc eateptxaJ xf the Feccra: cc-k.rx*ner.t to Ir<J:an 
U xbes and the ccntxnuatxon of ths ro?Iar^aDla prcgrsssi already nade xn 
elevating the health statut of Ir.dxan people xr tc be na:ntaxned. 

I u'ould be happy !o ensuer ar.v Queatxons that you na/e for J^s. 
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NATIONAL CONGRESS OF AMERICAN INDIANS 



f xecunvf omtCTOW STATENEVT Of SOZA» SBOtfH BAtJO, EX8C0TITE DIRECTOR, NATIONAL 
CORCIESS OP ANEXICA* INDIARS, ON S. U7S, LECISLATIO!* TO 
ESTABLISH A CLINICAL STAPPINC XEC20ITNENT AND RETENTION 
PIOCXAM POI INDIAN HEALTH PACILITIES, BEPOtE THE SENATE 
SBLECT COMMITTEE ON INDIAN APPAIBS, ADCDST 6, 1987, 
UASBINCTON, D«C. 



uscuTTvc couMrrrf f 

MICS«CNT 
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MM f *• 

CACaUfCMTOMtA 
0**>« rum** 

tOVTMCASTCM AMA 



On behalf of the National Congress of Aaerlcan I.^dlans 
(NCAI), thank you for the opportunity to cooaent on S- 1475. 
leglalatlon which would addrcaa the critical Issues of 
recrultaent tnd retention of aedlcal personnel for Indian 
Health Service (IHS) and tribal health facilities. As this 
CoMlttee knows, the phaae-o.it the National Health <;«rvlce 
Corpa (NHSC) will reault In ©n^y a handful of S*HSC physician* 
being available to IHS facllltlea by 1990- The KHSC Is th« 
source of 70J of the IHS phyalclans- Coopoundlna this 
problea la continual battle over i:JS Scholarships, with th« 
Adal mat ration propoalng to fund only existing medical 
acholarahlpa, and with no new acholarshlps awarded. We are 
plcaaed to note that the FY1986 Int<rlor and Related Agencies 
Approprlatlona bill a* approved by the Houae contains S2 
allllon In new aonlea for a aedlcal student loan payback 
prograa and S7-6 allllon, or S3 allllon above the Adali.l- 
atratlon'a requeat, for the IHS Maapcwer Prjgraa- 

We aupport S- 1475, and auggeat aeveral reflneaents In the 
bill &nd also poae several (jueatlona which should be explored 
aa the bill aovea toward Coaalttee aarkup. 



We favor the blll'a approach of having a loan repa/nent pro- 
graa specific to people aervlrg In Indian health facilities, 
and atreaa the laportance of its coordination with 
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existing programs. There Is, for Instance, NHSC reauthort- 
zatton legislation moving through Congress which also con- 
tains a lean repayment program. There also exists a scholar- 
ship program administered by the IHS and, as mentioned ahove. 
the FY1988 Interior and Related Agencies Appropriations RUl 
contains $2 million for an IHS raedlc^^l loan payback projjran. 
S. U75 should be the vehicle to address tn- «aps and 
limitations of other programs. 

Title I of S. U75, for Instance, requires that In order for 
a person to participate In the loan repayment program, his or 
her degree must be In an area deemed to be needed by the 
Indian Health Service. We believe that the regulations 
Issued pursuant to Title I of the bill should require chat 
the areas of need be based on actual data and tribal 
assessment, as compared to the rather Informal nethod now 
used In determining the proZesslonal areas In which to award 
IHS scholarships. The Information regarding IHS and trlhal 
health facility needs should be shared and coordinated „lth 
any NHSC loan repayment program. 

Due to the relatively small nuabers of Indian people who are 
in medical school or who are already medical professionals, 
the participants In any loan repayment program, even one with 
an Indian preference requirement as contained In S. 1475 
generally will be non-Indlans. The proposed loan repayment 
programs in ^. 1475 and the HHCS Reauthorization bill work 
well with the IHS scholarship program. while non-Indians do 
receive IHS scholarships when there are Insufficient nunbers 
of Indlaa applicants, the clear emphasis Is on offering 
scholarship? to Indian students. with Increased recrultlnj? 
efforts, such as those envisioned In this bill and those 
currently carded out by Indians Into Medicine (IMMED), the 
IHS scholarship program can serve to bring Indian people Into 
medical professions, while the proposed loan repayment 
prograns can serve to meet immediate Indian health needs hy 
s^f 'ing trained medical personnel to IHS and tribal health 
facilities • 
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Section 104(b) of S. 1475 sets. out a formula for the penalty 
which aust be paid by a person who breaks his or her contract 
with the Secretary regarding obligated service. Basically 
the person ie penalized by paying twice the amount of loan 
repayed by the U.S. Government minus the time served under 
the obligation. Under the IHS scholarship progran, the 
penalty is three times the scholarship amount, and still 
there are companies and communities who, in effect, "buy out** 
nedical personnel by paying the penalty for the physician. 
We ask the Comnittee to communicate */ith IHS on this matter 
and to assess whecher the penalty in S. 1475 should be 
increased for the purpose of strengthening the disincentive 
for people to break their medical service contracts. 

In addition to the physician supply needed for Indian 
country, there is a great need for nurses and nurse practi- 
tioners. A loan repayment program will be of little help to 
this category of heaith providers because they cannot access 
loans. In the context tf this legislation, we urge a special 
incentive whereby nurses and nurse practitioners can r<»reive 
loans . 

Section 105 of the bill requires a report to be filed every 
year with Congress regarding the number of health care pro- 
viders estimated to be neaded by IHS for the upcoming three 
year, and the number of NHSC scholarships and loan repayments 
estimated to be made in the upcoming three years Because 
not all persons who participate in the NHSC scholarships or 
loan repayment program are obligated to Indian health facili- 
ties , we would also request that the report required by 
Section 105 "•nclude the nuwber of scholarships and loan 
repayment prr.iclpants obligated to Indian health facili- 
ties . 

We strongly support Section 203 of the bill which requires 
that all IHS employees receive instruction In the history and 
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culture of the tribe they are serving and in the IHS history. 
We believe that a very Important aspect of providing ,ood 
healch care and of improving medical personnel retention 
rates is the appreciation and understanding of che culture of 
the people the medical personnel are serving,. ihs has not 
placed enough emphasis on this natter, and the health of 
Indian people has suffered as a direct result. it is 
Important that section 203 be funded. 

The tribally-controlled colleges should play a prominent role 
in the education required of IHS employees under Section 701, 
in the INMED-type nodel programs in Section 20i and in the 
development, ot demonstration recruitment and retention 
programs provided In Section 202 of the b 11. We are pleased 
that section 203 specifically calls for triSal colleges to be 
utilized In the educa lon process. 

The tribal colleges also have a critical role in the area of 
providing preparatory education for Indian students who wish 
to pursue health careers and of establishing linkages with 
health care programs at other universities and colleges. It 
18 very expensive to establish nursing or other health pro- 
grams, and It has generally been beyond the flnanlcal means 
of even the most well established and largest rribal collej;es 
to provide such courses of study. The Navajo Community 
College nursing program ended this year, and both the Slnte 
Gleska and Oglala Lakota colleges nursing programs have been 
terminated in the past several years. We note, however, that 
the program at Oglala Lakota College has now been restarted. 
All evidence shows that students who attend tribal colleges 
have a much higher retention rate when they transfer to other 
Institutions and pursue graduate degrees. The tribal 
colleges are able to provide, among other thlnge. the basic 
sklUs, knowledge, direction end self-confidence necessary to 
successfully pursue careers requiring extensive education. 

Tribal colleges In North Dakota. South Dakota and Montana 
have more Indian students enrolled than do the state colleges 
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in chose states. For instance, In Montana there were 6<'0 
Indian Full Time Equivalent (FTBs) students at the state 
colleges and 774 Indian FTEs In the tribal collej^es In 
Montana In 1985-1986* T'lbal college graduates h^^-e a very 
high employment rata which is especially impressive when 
compared against the tribal unemployment rate, Ei^^hty four 
percent of Oglala Lakota College graduates are employed and 
another 10% a re pu rsui ng further educatlor. . making 9 UX of the 
graduates either employed or In higher education. The tribal 
colleges are growing at an average annual rate of I I , while 
many other colleges i i their states are exoerlenclng 
declining enrollments. The FY1988 Interior and Related Agen- 
cies Appropriations bill, as approved by the Mouse, provides 
funds for construction of 12 new or replacement IHS hospitals 
and clinics. These desparately needed facilities will also 
bring with them the need for medical personnel. This need 
relnforrcs our point that the tribal colleg2s should be able 
to receive funds to assist in the prepatory and advanced 
training for the personnel for these new facilities. The new 
hospital at Rosebud will add 195 positl'TS to the current 
level of 138, bringing the total of positions at the hospital 
to 333. The types of personnel needed for just this one 
hospital are physicians, nurses, laboratory technicians, 
x-ray technicians, sanitation personnel, d eticlans, 
dentists, dental assistants, pharmacists, ph^^sician 
therapists, respiratory therapists, medical records 
personnel, health administrators, central supply personnel, 
and maintenance personnel. 

Thus, we rp^uest that there be added to Section 20A of the 
bill which authorizes grants to the IKMED program and to two 
universities for expansion of the INMED model, a new 
provision which w'ould authorize grants to the tribal colleges 
under this Section. We suggest the following language in 
Section 20 , after (b), "The Secretary shall make grants to 
trlbally controlled colleges for the purposes of: 1) 
establishing and maintaining health professional preparatory 
programs; 2) develcping linkages with health care programs at 
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Other Universities and colleges; and 3) providing outn 
and health professional recruitment in the elementary 
secondary schools and in the comouni ty . ** 

Thank you for your consideration of our comments. 
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My name is Emmett Chase ( am an American Indian physician I am 
currently the Medical Director for the Compton Urban i :ian Clinic in 
Compton, California I am blso the current President of the Association of 
American Indian Physicians I am presenting this testimony on behalf of the 
AAIP and Jake Whitecrow, Executive Director National Indian Health Board 
and Chairman of the Health Committee for the National Congress of AmeMcan 
Indians. For seventeen years now, the Association has been involved in^he 
development of American Indian and Alaska Native health professionals; 
physicians in particular. Based on our activities in American Indian health 
care manpower development, the Association has established itself as a 
knowledgeable and reliable source of expertise and information regarding 
American Indiari medical and health care Issues. ! am here today, to talk 
about a major clinical staffing problem that could have a dramatic affect on 
the dellver> of medical care services to thousands of American Indians. 

The Indian Health Service, IHS, is facing immediate and serious problems 
concerning clinical manpower According to a recent Special Report, prepared 
by the Health Program Office of the Office of Technology Assessment, OTA, 
"the present concern about clinical manpower in IHS is a consequence of 
changes in the National Health Service Corps, WSC, the Federal program that 
since the mid-1970s has provided medical scholarships in exchange for 
obligated service in health manpower shortage areas." The Report emphasizes 
that the NHSC is critically important to IHS, "because IHS is dependent on 
physicians from NHSC to staff its programs." This has been the medical 
staffing situation for IHS since the termination of the military draft in 
1973. Soon after, IHS began to experience a shortfall, a« attempts were made 
to recruit physicians on a voluntary basis. This shortfall was gradually filled 
through the remainder of the 1970s and the early 1980s by physicians from 
the NHSC. Members of the NHSC have all or part of their medical education 
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paid by the federal government. In return, they agree to serve a specified 
period of one to four years at a public or Indian health facility in a health 
rfianpower shortage area During the years 1964 through 1986, the IKS 
received 130 to 150 NHSC physicians annually. The IHS estimates that it 
requires 200 new physicians each year to fill vacancies and accommodate 
growth in its service population According to the OTA report, "At least 60 
percent of new physician recruits, and 45 percent of all physicians working 
in IHS, are completing their service payback obligations to the NHSC 

Present co.xem in the IHS stems from the fact that after 1988, very few 
hfHSC physicians will be available. Furthermore, IHS will be competing with 
other public health providers, such as community health centers and migrant 
health centers, fo'- these few physicians. Less than 500 NHSC physicians will 
be available in 1988, after which, only 320 physicians will be left in the 
NHSC pipeline. Although there exists an Indian health manpower training 
program, which may provide IHS with about 15 service-obligated physicians 
a year for a few years, new scholarships in this program are also being 
phased out. 

Beginning in 1980, when the Reagan Administration assumed office, a 
concerted effort has been made to terminate the NHSC program. The 
Administration's rationale for this effort was based on their belief that it 
was no longer needed because a surplus of physicians nationally 'will diffuse 
to provide serviceai to underserved populations.' There now seems to be a 
general consensus that there is an oversupply of physicians in the United 
States. Because of this oversupply of physicians, particularly in 
metropolitan and suburban areas, the Administration predicts that new 
physicians will be forced to locate in rural communities and inner cities in 
order to make a living Thus, the need for NHSC physicians to serve these 
populations will be eliminated. There are significant problems with this 
prediction for the Indian Health Service and Indian people, particularly those 
residing on or near Indian Reservations. 
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First of all, many Indian Reservations are located in some of the most 
isolated and least desirable areas of the country. Second, it is not possible 
for private physicians to establish private practices on Indian lands, and 
finally, physicians would have to be employed by the IH5 in order for eligible 
Indians to use their services without charge. The OTA report emphasizes. 

. a national physician surplus will improve medical manpower 
and services for Indians only if it greatly increases recruiting of 
voluntary physicians into IH5, which does not seem likely in the 
near future, given the other organized practice alternatives 
available to physicians, the undesirability of many IHS sites, and 
uncompetitive IHS salaries and benefits" 

In recent months, several US Senators have indicated their concern by 
taking an active interest in this problem Perhaps one of the significant 
actions to date has been the introduction of a bill by Senators llelcher, 
Inouye, Burdick, that would address the IHS clinical staffing problem. The 
bill. Introduced as S. 1475, has received broad support, including that of 
Indian Tribes and Indian organizations such as the Association of American 
Indian Physicians, AAIP. The AAIP has reviewed the bill and supports many of 
the activities outlined but offers the following recommendations to enhance 
the overall purpose of the legislation. 

TITLE I, Sec 101, Part (b) - Eligibility to participate In the Loan Repayment 
Program. 

Under paragraph (1), specifying that an Individual 'be enrolled as a 
full-time student and In the final year..* This paragraph should require that 
a student must have been enrolled as a full-time student in an accredited 
institution in the past. An individual should be able to demonstrate 
successful completion of a program leading to a professional degree. This 
would Insure that an individual would be immediately available for service 
rather than waiting for completion of the program. The same stipulation 
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Should be made for paragraph (2) for graduate programs. Paragraph (3) 
should add that an individual should achieve board eligibility/certification in 
a me^,c^\ specialty or be certified in an allied health profession prior to 
loan repayment This again would help to insure the maintenance of higher 
quality health care delivery to American Indian people. 
TITLE II- OTHER RECRUITME^JT AND RETENTION PROVISIONS 

A section should be added that addresses the problem of impaired 
providers as a quality assurrance and retention strategy. 

Sec 205, paragraph (a), which caPs for 'advanced training or research". 
Clarifying language should be used in stipulating that research activities be 
directed toward elevating the health status of American Indians. 

Sec. 208, Foreign Medical Graduate Demonstration Project - This 
provision raises some serious concerns with the AAIP. If this provision is to 
be adopted, the target group of health professionals should be foreign trained 
Americans. We should not encourage the immigration of foreign nationals 
that might result in a significdnt shortfall of health providers in their own 
country. In adiiition, it is generally conceded that th^re are significant 
cultural barriers between white American society and Indian oeople which at 
times impedes effective deliver of quality health care to Indian people. We 
feel that the importation of foreign nationals into the IHS will only make 
this problem worse. 

Sec.209, paragraph (a),(l) - Preference for service on this advisory panel 
should be given to American Iridian physicians or other lnd;an health 
professionals. 

A new section should be added to include a comprehi'nsive analysis of 
attitudes of health professionals that affect retention in the IHS. This 
analysis should include a special review of the recruitment and retention 
efforts made in regard to Indian health professionals 
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Thank you for the opportunity to appear before you* My name 
is Gary Farris. I am a ^erokee Indian, and tie Director of the 
Indians Into Mec«icine program at the University of North Dakota. 

I am here on behalf of INMED and its tribal lyatppointed 
Board of Directors, to speak to you regarding the Indian Health 
Service Recruitment and Retention bill (S.1A73). Title II of the 
til! contains provisions which would maintain the current IfCMED 
program and establish and maintain tew centers at a minimum of 
two additional institutions. 

Thank you for recognizing the value and effectiveness of the 
program* I am enthusiastic about expanding iNMED to include 
satellite centers at other institutions, to be determined by a 
competitive grant aw^rd process. 

INMED is a comprehensive student recruitment and support 
program which began in 1973 as a means of providing Indian health 
Professionals to meet Indian health needs. Tl.s program began 
operation at a time when the supply of physicians entering XHS 
practice was dwindling due to f:he termination of the feoeral 
doctor draft program. Through the doctor draft, IHS service was 
a possible alternative to military service for doctors. 

The need for INMED is underscored once again in 1987 with 
phasing out of the National Health Service Corps scholarship 
program. Indian health care will face severe manpower shortages, 
both in the near and in the distant futures. 
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The loan repayment program author izef.* by Title I of S. 1^73 
will provide health professionals for IHS facilities at a time 
when IHS facilities suffer the initial effects of the loss of 
NHSC doctors, and will establish a partial supply of IHS doctors 
into the future. 

We are particularly encouraged by the farsightedness of 
the S. ii,75 sponsors in including provisions to increase the 
numbers of Indian health professionals, particularly through 
expansion of the INMED program. imhD is designed to provide 
well-qualified Indian health professionals to meet Indian health 
neeis. Indian health professionals will be generally more aware 
or Indian health n«eds. more committed to long-term practice 
among Indian people, and will possess a greater understanding of 
Patients' cultures and ne&ds. 

We strongly recommend that an expansion of the iNMED program 
should be accompanied by 4 increase in the number of IHS 
scholarships to meet the financial aid needs of the additional 
Indian health professional students. 

According to Congress' Office of Technology Assessment 
statistics released laf;t year, the IHS physician-to-population 
ratio in 198^ was 0.7 physicians per '000 population. For the 
U.S. population as a whole, the ratio was 1.65 active, non- 
Federal patient care physicians (1980) per lOOO population. 

INMED is already having a national impact on Indian health 
manpower needs. The program has assisted a total of 73 Indian 
health professionals during their educations, including 53 
doctors of medicine. All of the INMED physicians have graduated 
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since 1976, for a r«t« of five M.D.'« per year. 

Each year tNMED recruits from a oool of potential Indian 
health profeiisionals , and provides comprehensive academic and 
personal support for over 30 full time college and medical 
students. Another 70 junior high, high school, and pre-medical 
students participate each suij<mer in special enrichment sessions. 
Students can become involved in INMED'S support program as early 
as the Junior high school level and participate until they earn 
their health professional degrees. These summer enrichment 
sessions are vital to establishing a pool of potential collage 
students, and preparing them for health careers curricula. 

The importance of the comprehensive INMED approach cannot be 
overlooked, because it has proven to be substantially more 
effective than piecemeal minority programs. 

Reservation Indian students, with iNMED's consistent 
support, maintain sight of their career goals and earn their 
degrees, as indicated by the program's annual retention rate of 
8SX for undergraduate students and 90% for medical students. 
Alexander W. Astin'» -ilinjrities in American Higher Education" 
statistics indicate a national ret«rntion rate of 40X for Indian 
students generally. 

During their careers, INMED graduates will repay the federal 
investment in their educations through federal income taxes, 
i«hile other reservation Indians face unemployment rates of SOX to 
90X. The program has also been studied by representatives of the 
Canadian and Australian governments. 

INMEO currently supports students seeking degrees in 
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modlcine, nursing, medical technology, optometry, and health 
administrat ion. 

INMED's affiliation with IHS is fundamental to the program's 
•ffectivensss. We at INMED welcome the opportunity to assist in 
the dt^velopment of similar IHS-funded iNMED programs at other 
campuses. 

The name INMED is well-knowr in Indian communities, and 
represents the noble and attainable goal of Indian people meeting 
Indian health needs. This established rel,-*tionship between INMED 
and Indian populations through our Board of Directors is also 
fundamental to the program's effectiveness. 

Nationall"/, the numbers of Indians entering the highest 
health profF-^sions is decreasing. Ac;sociation of A.-arican 
Medical Collpges statistics indicate that American Ind i an/Alask^n 
Native applicants represented less than one percent of medical 
applicants 1985. In absolute numbers, ther^ were 125 Indian 

applicants to the 1985-86 entering class, a decrease from 150 the 
previous year. The number of acceptances decreased from 72 to 
33. 

The reservation to university transition is difficult. At 
UND we have established a recruitment and support networU geared 
toward perseverance and goal attainment. inmED is a source of 
pride not only for IHS and tne Indian community, but also for the 
university. The UND School of Medicine has added five sloti. in 
its entering class each ye;%r specifically for INMED students. 

The university admin stration and faculty are supportive of 
iN-iED students, as evidenced by students' clinicai experiences at 
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IHS sites and the developing of individualized curricula as 
necessary. I am optimistic that similar commitments can be 
secured from receptive colleges and universities in other Indian 
health manpower shortage areas. 

Once again, I thank thp sponsors of S. 1^75 for recognizing 
the importance, stability, and success of INMED, and for in- 
itiating its expansion. My staff and I look with enthusiasm 
toward the opportunity to share the benefits of our years of 
proc^ram development with satellite INMED centers. I firmly 
believe that the Federal support to establish new INMED programs 
will be echoed by aporopriate health education in-.tltutions, and 
also by under-served Indian communities in other geographic 
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Mr. Chairman and Members of the CoomiCCee: 

I am Dr. Everett Rhoades, Director of the Indian Health Service (IHS). I am 
pleased to be here today to discuss with you S. 1475, a bill which would 
address some of the problems associated with recruitment and retention of 
health personnel vithin the IHS. 

We recognize certain recruitment and retention probleos at the Indian Health 
Service and we are already carrying out a number of actions to alleviate these 
problems. Although some of the provisions in S. 1475,; such as the loan 
repayment program wou^d address IHS personnel requirements, other provisions 
raise numerous problers regarding civilian an<f uniformed services personnel 
systems. W<; object very strongly to the bill's provisions establishing or 
applying new incentives for General Schedule perscnel in the Indian Health 
Service that are not generally applicable to Federil civilian employees. As a 
result, the Administration cannot support S. 1475 m its present form. 

In Senator Melcher's statement on July 9, introducing S. 1475, he noted the 
recent special report of the Office of Technology Assessment (OTA) on 
"clinical staffing in the Indian Health Service," and indicated that this bill 
was intended, at least in part, to implement reconmendat ions made by OTA. 
Dr. Robert E. Windora, Assistant Secretary for Health, Public Health Service 
(PHS), testified on April 30 on the OTA report before the House Committee on 
Interior and Insular Affairs. In his testimony, r. Uindom noted that the 
report clearly presents the current situation in IHS. He also pointed out 
that while the problem is one of recruitment and retention of physicians in 
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Che Indicn HeclCh Service, .'t ia Linked alto Co Che broader problem of 
avaiUbillCy and disCribuCion of healch professionala. 

In addicion, Dr. Windom described sotse of Che efforCa ChaC are already 
underway in IHS Co deal wich healCh professionals recruiCmenC and recencion. 
In suoBiary» Che IHS has developed a recruiCmenC plan in conjunccion wich Che 
Healch Resources and Services AdminisCraCion (HRSA) Co provide healch 
professionals for underaerved treas, including Che IHS. The plan includes 
funds for clerkships» journal ;ids, conference displays, siCe viaics, and 
prospeccive candidaCe Cravel. AddiCional iniciacives include a Medical School 
AdvocaCe Program, a long^Cerm Craining program for residenCs, and deveiopmenc 
of a recruicing videoCape. As you can recognize, much efforC is already being 
expended, Chough much remains Co be done. 

In addicion Co Chese various individual acCivicies aimed aC improving IHS 
recruiCmenC and recenCion of healch professionals, I would also like Co 
underacore Che PHS Cocomissioned Corps revicalizacion now underway. Surgeon 
General Koop has implemenCed this revicalizacion wiCh Che goal of making Che 
Commissioned Corps more effeccive. An imporCanC componenC of Chis plan will 
be Co increase Che mobilicy of Che over 3,000 Commissioned Corps healch 
professionala, many of whom already serve in Che IHS. As noCed in Che recenC 
OTA reporC, Che PHS Coomissic id Corps Is an elice mobile force whose officers 
are aubjecC Co reassignmenC Co meec public healch needs and emergencies. We 
anCicipaCe ChaC Che reviCalizaCion underway will greaCly enhance our abilicy 
Co aCrengChen placemenC of addicional Commissioned Corps officers in IHS 
prioricy locacions. 
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S* 14(75 would auChorlze a loan repayueac program peroiccing IHS co recruic 
individual health professionals, including sCudenCs in cheir tinal year of 
professional school* In exchange for a period of obligated service, IKS would 
be required Co repay a certain aaaount of the students educational loans. 
Other provisions of the bill would alco authorize grants for tribal 
demonstration projects m recruitment and retention; require training m 
Indian history and culture to IHS clinical staff; maintain and replicate the 
Indians into Medicine Program (INMED); provide various incentives for existing 
clinical staff to stay with IHS; require IHS to investigate the possibility of 
using foreign medical graduates as physician assistants; and establish an 
in'house review panel to evaluate IKS r>olicy and procedure impacting on 
recruitment and retention. 

As expressed in a July 9, 1987, letter from Secretary Bowen to the Chairman of 
the Senate Labor and Hunan Resources Coomittee, we believe that a loan 
repayment program would be an improvement over the current scholarship prograta 
of the National Health Service Corps. We believe that such a program makes 
good sense and would help address the uniqce recruitment needs of the IKS. 
Unlike scholarship programs, a loan repayment program could provide health 
professionals quickly to help fill vacancic)« in the IKS and would provide a 
timely, effective, and economical means of recruiting health prof esfsiona Is for 
service to meet priority needs, while allow;ng o^^*- .r flexibility in 
targeting the program from year to year. 

Section 201 would authorise IHS to use funds to pay for spouse travel, when 
the spouse is accompanying an applicant for ^n IKS pos4.tion to his/her 
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prospective eaployaent site* No other prospective Federal employees are 
granted spouse travel benefits, and we believe this provision would create an 
undesirable potentially costly precedent. 

Section 203 would require all employees serving specific tribes to receive 
instruction in the history and culture of such tribes. Instruction would, to 
the extent feasible, be under the auspices of the tribes served. We favor 
increased participation of tribal governments in recruitment and retention 
efforts and make efforts to orient our employees to the culture of the tribes 
that they serve. However, we believe that the aspect of making instruction 
mandatory might be viewed by some as a disincentive to recruitment. 

Section 204 would require IKS to maintain the INHED Program at the University 
of North Dakota and to replicate the program at a number of other schools 
through a competitive grants process. More study should be undertaken before 
replication in other, often different, environments should be legislated. The 
propos does noc adequately describe what it is that should be replicated. 
In addition, it would be inconsistent not to require INMED also to compete. 
Based on INHED's experience, it would have no problem competing for its grant 
in the future. Also, we do not believe separate regulations should be 
required, but rather that reliance should be placed on grant regulations that 
are in place. 

Section 203 would establish a program to support advanced training and 
concomitant research at medical schools for IHS staff. The IHS existing 
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recruitacnt pUn already allow* for allocating increaaed resources for 
continuing medical education. In addition, each year residency training in 
family medicine and other selected specialties will be sponsored by IHS for 
Coonissioned officers. Current officers will be given preference for 
residency training in order to improve retention. Once the training is 
completed, these physicians will be assigned to hard-to-fill sites as 
determined by the IHS, This program is in its first year. We plan to select 
up to 25 physicians for this program in 1987, 12 of whom were select on April 
15 of this year. Since present training requirements for Civil Service 
employees limit long-term training to 2 years, section 205 would equalize the 
opportunity available to employees in both syatems and provide additional 
flexibility by allowing longer residencies for Civil Service employees. 

Section 206 proposes various "Additional Incentives", PHS statutory 
authorities currently permit the PHS to establish "incentive special pay" for 
medical officers serving in the Commissioned Corps, Secticn 2G6(a) would 
mandate use of, and expand this authority to include Civil Service medical 
officers in IHS and requires ita implementation for hard-to-fill locations or 
shortage specialties. As Assistant Secretary for Health Windom previously 
testified, implementation of "incentive special pay" for Commissioned medical 
officers serving in hard-to-fill IHS assignments or who have specialties for 
which the IHS has a difficult time recruiting, e,g,, orthopedics, ENT, 
radiology, urology, and child psychiatry, ia under active consideration, but 
for pay to Coomissioned Officers, not to civilians who are not covered by 
military pay laws. 
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Since HHS already haa authority to grant incentive special pay, and is 
currently exaaining this matter, there is no need to statutorily require 
payment of a bonus. It is important to maintain adminiatrative flexibility in 
personnel nattera, and we believe that the incentive bonus should remain 
discretionary. The differing purposes and requirements of the uniforraed and 
civil services necessitate differing personnel policies for the two distinct 
aytteos. It is inappropriate to merge or mix these two systems. Any 
deficiencies in the civilian personnel system should be corrected through that 
system. 

A more appropriate vehicle for providing bonuses to address the recruitment 
and retention problems in the IHS is the Physiciana Cooparability Allowance 
(PCA), scheduled for reauthorization this year. As of March 31, 1986, 85 
civilian IHS medical officers were already receiving physicians comparability 
allowances. The Department believes that the PCA should be reauthorized, and 
that the current ilO,000 ceiling on this bonus payment, which has declined in 
value since its enactment in 1978, should be increased. The Administration 
will soon advance reauthorization legislation for the PCA to the Congress, 
proposing that the ceiling be raised to i20,000 aa we have recommended. 

Section 206(b) would establish an incentive bonus with a maximum of i2,000 for 
designated KiS health care professionals other than sedical officers. In 
addition to the problems noted above, we do not believe the bonuses are either 
necessary or justified for use except as already authorized for physicians. 
Moreover, section 206(c), requiring the Secretary to establish a flexitime 
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progrM, when flexitime is already allowed, is unnecessary* Section 206(d), 
providing for unlimited oveirtime for professional health care eoployees, is 
inappropriate and costly. 

Section 207 creates yet another new retention bcr.js for bvth Cooaissioned 
Corps and civilian IHS eoployees, and sets a ^12,000 floor on annual bonus 
payment to individuals. The criticisas of new bonuses stated earlier are 
equally valid here, but let oe reiterate that it is important to maintain the 
distinctions between the uniforoed and Civil Service systeas. Moreover, while 
some change in the health professional coopensation systeo may be necessary, 
the PCA is the appropriate mechanism for addressing the issue, not the 
creation of yet another special bonus. Even if a new borus were warranted, a 
il2,000 per annum floor is excessive and could mcf propriate ly give additional 
pay to Iks staff not m a position with a recruitrent or retention staffing 
shortage. 

In summary, we strongly oppose the misce llancous array of bonuses and special 
pays proposed in S. 1475. The title 5 special rate authority already 
available to IHS, and the Administration's proposed ClvlI Service 
Simplification Act proposal, introduced as S. 1545, would, for instance, 
permit special rates on the basis of undesirable geographic location, 
something which would be particularly valuable to IKS for both physicians and 
non-physicians. 

We also oppose section 208, which would establish a limited demonstration 
program to investigate the possibility of using foreign medical school 
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December 21, 1972, to Deceaber 3, 1979. This Utter date it the date of 
(Mffage of the Indian Civil Service Retireaent Act, Public Law 96-135, which 
■ade Indian preference applicable to reduction in ^orce and, therefore, 
changed the conditions of employment applying to non-Indians in these agencies 
who were appointed before the date of enactsent. We are considering the 
inpact of this provision on our age'^cy; the Departaent of the Interior is 
doing likewise. We will be happy to advise the Cotssittee as soon as we have 
developed a position on this section. 

Section 211, as provided with yrjr letter of invitation, would extend medical 
malpractice coverage of the Federal Tort Claios Act (FTCA) to cover certain 
Indian contractors. The IHS is undertaking a study of the number of medical 
malpractice suits filed against tribal organizativ, is contracting to carry out 
IHS functiona under the Indian Self-De^eraiop'iop Act and the cost of 
malpractice insurance paid for out of IHS (. ^ntract funds. We will be happy to 
share this study with the Committee when it has been completed. 

That ends my prepared statement. We will be happy to attempt to answer any 
questions you may have. 
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Mr. Chairman* I an Alberta Boy1e» RN» HS; and am presently a doctoral 
student at the University of Oklahoma. I teach psycl.latric nursing at Oklahoma 
City University and am a Native Anjerlcan nurse of Chickasaw-Choctaw descent. I 
am an American Nurses* Association (ANA) minority fellow, and during my tenure as 
a 1987 minority legislative intern I worked with Dr. Faye Abdellah» Deputy 
burgeon General and Chief Nurse of the Public Health Service. 

I vould like to thank you on behalf of the 188,000 members of the A.NA and 
its 53 constituent state nurses* associations for this opportunity to address the 
»ssue of clinical staffing of tne Indian Health Service (IMS). 

■lurses are a v^tal resource n r^-Tw?:'"? access essr^*. health se-^rces 
for all population groups. ANA believes nurses are esoeciaUy vital in assuring 
that underserved xmor-.ij populations i-ecewe necassary nea'.t.h care ana utilize 
and participate In the health care delivery system. 

We would like to commend the committee for recognizing the critical issue of 
clinical nurse shortages that S. 1475 addresses. k3 also applaud Senators Inouye 
and Burdick for their commitment to nursing and their recognition of the 
importance of nurses in the provision of essential health care services to 
underserved populations. 
Indian Health Service 

IHS has the responsibility of providing comprehensive health care to 
American Indians and Alaska natives who are eligible for Federal ser/ices. In 
1987 the IHS-eligibl? service population incjjides nearly one nillio" people. 

IHS administers a large comunlty health and medical care program. It 
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operates 51 hospitals, ranginj from 6 beds to 183 beds; 99 health centers. 
Including school hc^alth centers; ard 108 health stations These facilities ^le 
located In 24 states, fnclu/Jing Alaska, with the majority located west of the 
Mississippi River. Nurses provide a Tiajor portion of this health car€. 

The goal of ihe IHS has been stated as optimal health for the American 
Ind'an and Alaska natlvo populations. However, the ^ JniirM:>tration has repeatedly 
proposed cuts for Indizn health care. One of ANA*s cajor goals is to improve 
acces.t to care for underserved an-J at risk GOpuUtions. Accordingly, we are 
distressed at the Administration's Idtk of good faith cownitment to Indian 
health. 

Despite progress in Aaienca's health care, Indians still live in an 
environment characterized by inadequate and understaffed health facilities, 
improper or non-existent waste disposal ana w?ter supply systems and continuing 
dangers of deadly or disabling disease. The following facts stiil re^nam true in 
the world's ':ost progressive natiop- 

The WiC*dence of tuberculosis 's 4 to 6 times higher for American 

Indian and Alaska natives than for the total U.S. population. 

The rate of diabetes is at least 3 times as high. 

The birth rate is 2 times the general liopjlation rate. 

Maternal 'wrtalfty is 7.6 compared to 8 for the total population. 

Suicides for ages 15-24 ara the second leading cause of death 

after accidents and are more than 2 times the figures for the 

total U.S. 

Respiratory disease, otitis media, cholecystitis, and venereal 
disease - are all significantly higher in the native American 
population 

Life expeitancy for the average Ai.ierican is 74 years while the 
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Indian and A'askan native life expectancy is 71.1 years. 
The prevalence of alcohol use and abuse can be afributed to four 
of the top ten leading causes of death air.ong native Americans i.e. 
accidents, suicides, homicides, and liver cirrhosis. Liver disease 
and cirrhosis death rates in 1980-82 were 4.2 times that of the 
U.S. general population. 



Howeve** some statistics have improved. For instance, infant mortality has 
decreased from 1.1 times the national average to .9. 

Hy own experience in psychiatric nursing has encouraged me to recognize and 
evaluate the problem of alcoholism as it exists among native Americans. 
Frequently alcohol is seen as a prominent factor in family vi ""ence, abuse and 
neglect Children from such environments are denied the experiences necessary 
for healthy growth ard often develop substance and alcohol dependencies of their 
own They may abuse or neglect themselves and others, have low educational 
jcmevexpnt, express themselves tnrougn aehnquent bena^ior ana anger, ana are 
TOst likely to commit suicide. On a large scale, this leads to cultural 
disintegration, oppression, e^d powerlesiness. While the need for alcohol 
treatment programs which focus on primary prevention, early identification and 
treatment is greatest in the remote areas of the reservations, statistics and 
testimonies indicate that intervention in every community is warranted. 

IHS IS the largest direct delivery system in the U.S. Department of Health 
and Human Services (HHS). In 1985, IHS employed about /50 physicians, 2,000 
registered nurses, 800 practical nurses, 300 pharmacists and 275 dentists. 
Unfortunately this work force is thought to be 10 to 20 percent short of what IHS 
believes it needs to deliver its present level of services. As such, clinical 
staffing as it now stands for Indian Health Service facilities is clearly 
inadequate for high quality health care. A recent congressional Office of 
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Technolocy Aisess-Tient ropoi t urr-di ^ts a cru is staffing, forcing the IHS to 

experiencing critical problems in recruitment and retention of quanfied nurses 
As of AuQ'jSt 1, 1987. IHS nas 2.075 pernanent rogistered nurses, '/^ith ?50 
vacancies This Tore t^ian a 3 Percent i^cioase ^acance^ s'^ce 1985 A 
breakaov-n of those nuroers inoicates an overall nu'^^e shortage v tne foilo^-'nG 
a'^eas ■ 

0< ai-'Ti anc A' 3*, 
A' OUQuO'-CL.e - If' 

Aberneen - i?% 

T'icson - 

53':!'. d; . .25. 

'^ese 'igijre: '^e-cst'-ite se^e-'e "eficiencies 1 1- ab '-t, :hS to 
; -je .ea.t.i ca^e :no$^ -ai .e ^^--ic:,-: , ^. e -.le .-a.^jo ^a^ ^r. j;era;, 
Tjtse s.io»-ta9e of 21 oe^cer:. : nas 5 2. oe^^cent sno^tage of sta-f nurses 
Abe<-deen is the worst not^uhstanding the 12 percent figure because positions are 
being staffed with temporary nurses. 

These shortages are attnouted not only to lack of professional people, but 
also geographical area and lack of money to recruit effectively Recently the 
Navajo lost a much needed nurse supervisor to the school system. Imagine that, a 
public school system which can pay a nurse more than a federal agency. A recent 
college graduate who was excited about possibly .jorkmg for IHS turned down a job 
offer when told the salary. 
Hursino Shortage 

Nurse staffing oroblems are not li-ited to the IHS According to data 
released by the American Hospital Association in January of this year, the 
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vacancy rate for registered nurses in U S. hosmtals has more than doubled 
between 1985 and 1986. up froin o 3 percent to 13.6 percent The short-igs of 
registered nurses is widespread and particularly acute in the Middle Atlantic, 
Pacific,^ and East North Central regions of the country. The current nursing 
shortage could prove to be a complex and long-r.nge problem. HHS predicts a 40 
percent una«rsupply of nurses by 1990. 

Recent reports of unfilled positions i'^ hospitals and a more thorough 
analysi., of the situation show that the marketplace for registered nurses is 
changing in response to recent developments in health care delivery. 

0 The number of unfilled po« cions, particularly in specialty practice 
r^^'-.^iring advanced education and skills, has increased. This is 
the result of increased acuity of hospitalized pa^-ients and 
changin9 demographics, particularly the rising r'jmbers of older 
Americans. While graduations from nursing education programs have 
continued to rise, ne'/ graouaies cannot be expectea to irr.T.eoiately 
function in highly specialized practice areas 
0 Increased pacient acuity and earlier discharges {the "quicker and 
sicker" phenomenon of the prospective payment system; heve resulted 
in an Increased workload per registered nurse. Because there has 
been no corresponding increase in pay at.d benefits accompanying the 
increased workload,, recruitment and retention of nurses ,^ particularly 
in specialized practice areas. Is becorr.ing more difficult. 
0 More baccalareate prepared nurses are needed. Baccalaureate- 
pr'^pared nurses are the ones most qualified and most likely to move 
Into specialty areas, sucn as critical care. HHS predicts a 40 percent 
undersupply of baccalaureate-prepared nurses by 1990. 
0 The registered nurse population is approximately 97 percent female. 
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Since career opportunities for females have multiplied in recent years^ 
it IS more difficult to recruit young graduates into nursing. 
This shift of the female high school graduates to other career 
choices ^s substantiated by recent declines in nursing school 
enrollments. 

0 Conpetition in the new he 'th care marketplace has produced a 
wide array of expanding career opportunities for nurses such 
as health maintenance organizations, home health agencies, 
hospices,^ risk management centers, and entrepreneurial activities. 
Experienced registered nurses are leaving their positions in 
institutions to explore these opportunities, which in part 
accounts for the unfilled positions in hospitals. 



Rf] DATA 



Total RN population: 



i^earty 1 9 'nill-jn (1,337,697) 



fiear'ly 1.5 million ,l,4o5.r25} 



o>- "3. 7% of the lot^l - 



up from 76.6% in 1980 



Annual average salary of 



Registered Nurses: 



525,500 - $26,000 



BASIC NURSING EDUCATION PROGRAMS 



1985 preliminary data compared to 1984 data: 



Baccalaureate Degree 



enrollments down 4.2/: 



graduations u£ 1 . 8% 



A§sociate Degree 



enrollments down 7,8% 



graduations u£ 1.8% 



Diploma 



enrol Iments doun 19: 
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graduations down 2 5% 
•''I ^-iinio 19S6 data indicates a deeper decline 
in fall admissions and enrollments 

Nursing is one of the most sex-segregated job classifications in the 
country. As noted previously, approxioately 97 percent of all nui ^es dre women 
Nursing has traditionally been viewed as women's work and, as such, has been 
undervalued. The result is salary compression, i.e, there is only a minimal 
difference between the $20,340 starting salary for a staf*' nurse employed by a 
hospital and the average maximum salary of 527,744 Given the skill, effort, 
responsibility, and working conditions of nurses, such compensation is neither 
attractive enough to lure new recruits, nor competitive enough to retain nurses 
with years of experience 

Tne American Nurses' Association is concerned about the unfilled positions 
created by the cnan^e in -je .ana ..i :.ie nealiri :^r^ ",3r^e;c". ace e disociaiion 
is coiTQitted to assuring tnai :ne ngh quality of reaith care is TiaiiLSired, and 
that there is an adequate supply of well-qualified regi''>tered nurses to meet the 
changing demand in the private sector as well as the IHS. 

The recruitment and retention of nurses at individual hospitals is only part 
of the problen. For the first time, almost 80 percent of all nurses are 
employed. As we have stated, declining student enrollment increases the problem 
Therefore, to increase the pool of nurses available for employment, more 
individuals must enter the profession. The IHS mil not he able to recruit or 
retain a non-existing profes<;ional . 

The 1983 IHS recruitment and retention study made several recommendations to 
correct recruitment and retention deficits of nurses, and many are still 
applicable. We will address several of these.- competitive salaries;- benefits; 
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and tuition rembursement We will also discuss the vital necessity for nursing 
particioation in e<ecutT*e aecis .oi-raking in planning pcncy alop"ent. and 
budget activities throughout the IHS. Uniformity and consistency regarding the 
inclusion of nursing should occur at the IHS and at its individual facilities 

The nursing shortage threatens to involve all types of nurses, in a variety 
of climcal settings, and in all regions of the country Therefore, it will 
present staffing difficuU.es for our health care delivery system in its 
enti rety. 

However, this situation would appear to be most p»-oblematic for ^-he Indian 
Health Service, as l nursing shortage compounds the recruitment and retention 
difficulties that it is already experiencing with health professionals in 
general The fact is that problems associated with the recruitment and retention 
of nurses, specifically, continues :o -uU^piy in IHS Tne vacancy rate for 
staff nurses is 12 5 percent for GS 4-9 positions and tne turnover rate has been 
1 yr. as 39 ?t;'C5r. Coinputat .on^ ;>hC.. :na: :ne rej:' ace len: co$t$ for nurs'ng 
itaff jno na'.e quu rjn S1,?5C,565 ;:e'" yeir Tnerefote, '"-S .5 ^os.^g Tcr.ey b> 
paying nurses less, and the ability of IHS to attract qualified nurse candidates 
is greatly dininished. 

IHS must be able to compete with the local market for nurses to fulfill its 
congressional directive to raise the health status of all Unfortunately, the 
nationwide nursing shortage will make this already difficult task, of recruiting 
and retaining qualified nursec, even f^ore problematic The sad fact is that 
although nurses are being under-paid, the IHS nurse earns e^en less than the non- 
federal nurse, More than half of the IHS job offers are turned down by 
applicants, and the quit rate is excessive at 22 percent 

Nevertheless, nursing remains a /ital and integral oart of the Indian health 
care delivery system and nurses frequently take on an exponaed role Nurses play 
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a major role in the assessnent of the population's needs in all aspects of the 
cofr,niunity The vvork of nurses within the IHS covers a complete range of health 
services including, but not limited to, the assessment of patient and family 
needs, the ev<uuation of treatment and care and the modification of that care so 
that It best meets the individual's needs; the planning of present and future 
care;* the performance of necessary routine procedures,- and the faching of both 
health maintenance and promotive health behaviors. Utilizing a 
holistic approach to health care, nurses within the ^HS he . .0 give their 
patients a sense of self-control, and encourage them to actively participate in 
the achievement and maintenance of their own well-being. Nurse practitioners, 
who are registered nurses who have acquired the additional education necessary to 
provide a wider range of health services, also practice within IHS. Like all 
registered nurses, they emp asize health promotion and disease prevention. In 
their roles as primary health care providers their functions include physical 
exar-iination , use of "acGratory v^ata, determination of routiie illness. 
prescr-Dtion of •ned't.atiQns as allowed by State laws, ana referral wnen 
necessary. Certified nurse midwives and nurse practitioners improve the 
accessibility of health care services and in doing so provide a most valuable 
service to IHS, especially at this tine when IHS is experiencing a diverse health 
manpower shortage 

Nursing is clearly essential to the IHS and is instrumental in the provision 
of a wide range of quality health care services to the populations served. 
Consequently, a nursing shortage is detrimental to the health of these native 
populations. A number of IHS hospitals have been closed temporarily. Some IHS 
hospitals have been forced to close units and others ha - had to hire nurses from 
temporary employment agencies Even those hospitals which are administered by 
the tribes continue to expe»"ience snortages 
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An additional problem is the availability of ironies to fund full time 
employee (FT£) posit. ons. Although we talk about present shortages in our 
testimony they refer to funded nurse positions. However it is understood that 
even more nurses are needed. Ellen Smith, Office of Technology Assessment, in 
her April 30, 1986 testimony before the House Committee on Interior and Insular 
Affairs indicated that a special IHS task force in 1986 projected a need to 
recruit 650 nurses per year to maintain present IHS staffing levels. 

In his testimony of April 2, 1987 before the Interior Subcormittee of the 
Senate Appropriations Committee, Or Rhoades, Director of IHS, indicated that 
although two new hospitals were due to open, adei. 'ate staffing with present FT£ 
budgets would be difficult. In response to questions as to how he would 
accomplish it, he stated staffing would be phased m to allow the opening of the 
facilities after examining priorities. Although ./e recognize Dr Rhoades' 
dile.?*Tia, we do not believe such ^ feat 's possible Clinical staff cannot be 
split down t.ie .-'icale nor is it po:si3'.e to co<ie men 

IHS has recently reporte<l 39 :2S€s of AIDS. 'ne jisease nas also oeen 
linked with tr.e increasing suicide rote among native Americans. If AIDS affects 
this population as U does other minorities in the U.S., there w.ll be an 
additional need for more nurses to provide care for its victims. AIDS is a 
nursing intensive disease. It requires nursing care in the hospital, at home and 
in hospice settings. The psychological and emotional effects on the patient, 
family, friends and community also require nursing intervention. Studies show 
that AIDS patients require almost double the nursing care that equally ill 
patients without AIDS require. 

If the number of adequate qualified nursing staff at IHS remains at the 
current level, it will have a truly devastating effect on the present and future 
health status of Arierican Indians and Alaska natives. 
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Loan Repayment Bill 

S. 1475 IS a bill to est*..ish an effective climcal staffing recruit.Tent 
and retention program for the Indian Health Service. ANA has reviewed S. 1475 
and believes that the Chairman,^ and Senators Melcher and Burdick have taken a 
comprehensive and commendable approach to the development of the proposed 
clinical staffing recruitment and retention program and loan repayment. Me have 
some concerns about certain aspects of the bill but endorse U nonetheless. We 
offer the following comments and recommendations for the commitcee*s 
consideration. 

This bill begins to address the problem of nurse recruitment, as expenenceo 
by IHS,^ by focusing on how to encourage health care professionals to join the 
Indian Health Service. By establishing a program to be known as the Indian 
Health Service loan repayment program, the bill attempts to deal inth the 
pressing renstered nurse recruitment and retention issue by providing an 
attractive loan repayment mechams:n to encourage registered nurses to join the 
IHS. Although the loan repayment program applies to a broad range health care 
professionals and allied health professionals, ANA is concerned that the need for 
nurses could be overshadowed by the need for physicians. We have seen such 
practices occur In other Federal agencies. A real commitment to correcting the 
nursing shortage in IHS must be communicated to the Secret-ry of HHS so that 
nurses and other non-phy?ician providers can have equitable access to loan 
••epayment funds. Without such direction in Section 101(f)(i) of the bill, the 
bias toward physician applicants may be repeated within IHS This is especially 
important in light of the exclusion of nurses from the National Public Health 
Service Corps scholarship program. 

We would also suggest that Section 103ib)(4) be expanded to include a 
subsection (0) That subsection would refer to an individual m nursing who is 
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ciimcdi nurse specialist and .-.ould be similar to mat provided in Secnon 
103iO){-)lA) for aoctor; Such no'*5:ng soecaltieb are cmca1 for those who 
srjvido care tc a-" '^de» s»^r;e:: po^j"" at' , i": s-^e it a tne correction of t^.e 
d-S"'3 ""ealtr sta* o.t' n^d ei-'^e*' :o?s te'ieN/? f*at Sect on 



i at:.^'-'':^ ■ jea' - i'^ t^-e '---se :t<2*-'-'9 a , score 

a:u i re a' trat 't :l:e; "jt 2dec;ia*e"!. adc: eis ^rat *5 ser^'szjs the 

--dj* .rj-'"^- ^rooie- 3 ' ..n^'e t ; ^'ico^-ag "c to 

*:r 1 ^1^,.: ^a ^^^ijI'd, , t'.e ^el'^.e^ tnat : . c trai^a t'l^ortance ;o 
Ti;estigate tnose *^:t'-.-: :i est r'tc-'i ^i,e a*- ^^pa:: "j--;^ 'etspf.on ..5 
believe 't is necessary rot only to seek oot ways to attract new registered 
nurses, but also to searcn for wavs to keep present nursing staff. Otherwise new 
recruits pay leave IHS after their period of obligated service has terminated. 

In a 1983 study of registered nurses in the Indian Health Service which 
looked at factors influencing recruitnent, and retention, it was reported that 
two of the aiost important measures tnat IHS could take to improve nurse retention 
would be to increase salary anc fringe benefits, ano i-iprove training and career 
development opportunities. Those sa.Te (Treasures are appi -.cable today as well. 

The issue of salary was alluded to earlier, but as it is an inpcrtant 
concern, the issue will be '■e-examined Studies indicate that we are on the 
verge of a major nursing sho'-tage -;nich is expected to affect all nursing 
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disciplines in a ;anety of clinical settinas throughout the country. If the 
Indian Health Service hopes to corrpete with the prwate sector for registered 
nurses from a diminishing market pool, then it will have to make its salaries 
cojppetitWe with those offered by the private sector. This must include 
increasing the starting salaries for registered nurses;- upgrading or applying 
spedl pay to those nurses above GS'9; makirg pay and benefits equal for all 
personnel systems; accelerating salary increases; and offering monetary 
incentives for performance, retention, or for nurses who practice in remote 
areas. 

Professional education, training and career development is a large component 
of nursing practice. It s necessary to maintain competency and to improve 
skills. As such, improved anc equitable opportunities for continuing education, 
short and long term training, and staff development should be an integral part of 
existing nursing programs within IHS However, when sur^^eytd, registered 
lurses. practicing nthin IHS ,ere : . s:at' sf -ed, :n tneir opp^rtjni : ;es to 
i-:pro^e and -laintain f^eir sk;'"s arc knowledge through existing contiriuing 
education programs. When asked for ways to improve continuing education, the IHS 
nurses universally responded "increase funding!" Approximately S100-$200 per RN 
per yea. is available for short and long term training programs. We believe that 
$500 per RN per year is more reasonable in light of the increased cost of both 
educational resources and programs. A need was also expressed for tuition 
reimbursement programs to promote staff development. The benefits of tuition 
reimbursement are two-fold. First, it would allow for the establishment of a 
clinical ladder in nursing practice. Second, it would also provide IHS with a 
means to produce its own nurse clinicians, nurse practitioners and nurse 
administrators. The professional practice level in the private sector for 
cortCTunity and public health nurses is a masters in nursing. IHS has ^ery few 
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jrasters prepared nurses, Indian or non- Indian. Such de^elopr^enl is necessary if 
the agency wants to provide quality health care. It is randatory if we want to 
mprove the appalling earlier health statistics. Present staffing cannot assure 
that. We would like to see a decrease in young suiCTdes that parallels the one 
in infant aortal ity. The presence of these nurse professionals helps to 
effectively provide and direct the provision of essential nursing care. Their 
expertise prevents the emergence of a second class system of health care for 
native Americans. 

Health care providers fron many professional groups have noted that the 
single most important aspect of provi(*ing health care to •cultural - norities is 
to educate health professionals who share the culture and language z7 the client. 
This same statement can be made about nursing. Nursing care that is responsive 
to cultural differences requires a knowlecge of that culture. !t also requires 
the integration of cultural ninonty nurses into tne nealth care delivery systen 
througn incieasec education anc training. 

To provide nursing care .^nicn is sensitive to the scfcif-c cultu'^al needs of 
native Americans, and to ac^1eve the ultmate goal of Indian self-dete*^?mnation. 
It is necessary for IHS to lau.ich a major recruiting efrort which would target 
the Asierican Indian and Alaska native populations. 

Although the Indian Health Scholarship Program has been somewhat successful 
in Increasing native American nurses and technicians, much more needs to be done. 
Perhaps mentorship or apprenticeship programs for junior high and high >chool 
students could be initiated. Additional assistance m reading, mathematics and 
science IS also needed. 

While the proposed loan repayment program provides an educational incentive 
for non-native students of nursing, i.nd -to those natwe Americans who attend 
schools of nursing off the reservation, it does address tne need of tnose 
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native Arencans ■';ho choose to pursue their educaticn dpo training through tribal 
colleges These students have found that Gjaranteed St ident loans (GSL) a- ? rot 
applicable to degrees sougnt tnrough a tribal college Because an alammg 
percentage (we have been told it nay be as high as 90%) of those students who 
attend college off the reservation return without having completed their degrees, 
nursing programs coordinated through tribal colleges may prove to be a very 
successful means of educating and prepar.ng native ton can nurses. Therefore, 
It seens appropriate to consider alternatives to the GSL criteria to accora-nodate 
those students planning to attend tribal colleges, or to or^vide specific funds 
as loans or stipends for then In lignt of the ever pressing proolem of nurse 
recruitment and retention, as it exists in the IHS today, funding for purposes of 
nursing education is clearly warranted. 

Hr. Chairman, we oei le^e tms ncsring •-es^-esents a sol id co-vnit-ent to 
ir-prove nurse recruit~eit anc -e:- ii nthm InS and to tnereoy i-prove the 

.jorking t-i'^ tie cc'-it:e^ to :=:Zj ^ : e -.issace "eg-i"a:- 
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Mr. Cha»rman and membsrs of the Committee, my name is Loren Petersen, M.D. I am 
an obstetrician-g>...cologist from Yankton, Sou.h Dakota and Chairman of the Committee 
on American Indian Affairs of the American College of Obstetricians and Gynecologists 
(ACOG). I am pleased to have this opportunity to testify on behalf of ACOG in support 
of establishing a loan repayment progra n that will help assure the Indian Health Service 
(IHS) of an adequate supply of clinical personnel. 

The ACOG is an organization dedicated to the promotion of high quality health care for 
woraei and their infants. Since 1970 the ACOG Committee on American Indian Affairs 
has served in an advisory capacity to the IHS, reviewing the quality of maternal and child 
health care dehv*»red by the IHS. To accomplish this, the Committee has visited virtually 
every IHS servje area and the 14 IHS hospitals which provide complete obstetric care 
to observe first-hand the provision of health care to mothers and infants. Observations 
and recommendations of the Committee are documented in a report which is sent to the 
IHS after each site visit. 

The ACOG also cooperates with the IHS in sponsoring a postgraduate course de^iigned 
to meet the continuing education needs of physicians, nurse-midwives, nurses, an3 other 
health pi of essionals caring for women and infants in IHS settings. Suce 1980 v,e have 
sponsored seven courses which have enrolled a total of approximately 700 physicians and 
nurses and are now making plans for a course to be held this fall covering topics such 
as prenatal care, complications of pregnancy, and perinatal infections. 
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Finally, the College sponsors a volunteer program called ACOG Fellows in Service to 
Native American Women. Originally established in 1979, this program arranges for Fellows 
who are in private practice to leave thei»* practices for one month or more and volunteer 
their services in IHS hospitals. ACOG volunteer physicians have been received 
enthusiastically by health care professionals already working within the IHS. It is reported 
that they improve morale by alleviating staffing shortages and providing opportunity for 
educational exchange. To date, ACOG has placed approximately 100 physician volunteers, 
some of whom have volunteered more than once, in eight IHS service units located in 
Oklahoma, Arizona, and New Mexico. In 1987 the program has been expanded to include 
hospitals in Alaska and South Dakota, bringing to 14 the IHS hospitals eligible for ob-gyn 
volunteers. Since May 1987 when the expu.nded program began, ACOG has agreed to supply 
volunteers to serve .^p to 90 physician weeks, as they are requested. Of these, 21 weeks 
of volunteer service are currently scheduled. 

The volunteer program is important for recruitment and retention of 
obstetrician-gynecologists for several reasons. First of all, volunteers provide direct 
services to patients when the usual recruitment and retention system breaks down, allowing 
for uninterrupted patient care when staffing vacancies occur. Additionally, the availability 
of volunteers for coverage so that IHS physicians can take vacations or pursue continuing 
medical education is a very positive factor in the recruitment and retention of IHS 
specialists; one obstetncian-g>7iecologist has specifically said he would not have completed 
his term without this assistance. A more subtle value may be the relief from isolation 
and the sense of positive support and recognition from the private sector that the program 
contributes. A few individuals have used the ACOG volunteer program as an opportunity 
to try out service in the IHS before signing on with the service as a regular employee. 
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Recruitment and retention of obstetncian-gynecologists and of clinical supp^ t staff have 
been a key concern of the College since our eeurliest involvement with the IHS. Direct 
recruitment of obstetncian-gynecologists has leirgely occurred through veir'ous programs 
requunng a service payback for education* In recent yeeu^ the National Health Service 
Corps (NHSC) has been the major source through which IHS vacancies have been filled, 
accounting for 130 to 150 IHo placements annually. Of the 37 obstetnciain-gynecologists 
employed by the IHS, approximately 30 are current or former NHSC recipients. 

The ACOG has urged that preference be given to assigning obstetncian-gynecologists 
in the NHSC to the Indian Health Service, based on our Committee's assessment of the 
need. The ACOG has also informed it Junior Fellows by direct mail, pointing out the 
needs of the IHS and urging those with a service obligation to consider the IHS option. 
For the most part, during recent years, IHS has been able to fill its positions for 
obstetncian-gynecologists. Unexpected shortfalls, ranging from a few weeks to a year 
in one case, have been filled by ACOG short-term volunteers. 

Because of its reliance upon the NHSC and as a result of the dramatic decline in the number 
of NHSC physicians expected to be available after 1988, the ACOG has senous concerns 
about a potentially severe manpower shortage within the IHS. It must be emphasized 
that IHS has to overcome tremendous obstacles in order to recruit physicians wiihng to 
serve at IHS facilities. Rural isolation, inadequate medical facilities and housing, and 
understaffing are charactenstic of many IHS services sites. 

1 can best illustrate this point by descnbing the IHS service sites with which 1 am noot 
familiar,^ h .ving worked in the Aberdeen area for the past ten years. In October 1983, 
the College's then-Task Force on Amen can Indian Afiairs visited the Rosebud and £agle 
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Butte reservations in South Dakota to assess the quality of maternal and child health care 
jn the Aberdeen area* Members of the Task Force were shocked by the extreme niral 
isolation of the Rosebud and Eagle Butte communities. To reach adequate tertiary care 
facilities necesE tei an hour and a half cf flying time or a four hour drive '-v ambulance. 
Emergency cases are transported out by air,^ but airstrips at ooth Rosebud and Eagle Butte 
lack two-way communication systems and lights for night arrivals and departures. In 
fact, the airstrip at Eagle Butte is located in a pasture., on a hillside. These communities 
are totally inaccessible by air during snvv, «=* ..ns. 

The administrative offices of the Rosebud facility, which were built in 1911, have been 
condemned but are still in use. Insect infestation and erosion from water damage are 
evident. There is no obstetrician at either Rosebud or Eagle Butte. Nor are there any 
surgical, pediatric, or other speciality services available. The University of South Dakota 
Department of Obstetncs and Gynecology sends a resident to Eagle Butte and Rosebud 
once a woek to see high risk patients and screen for high-nsk pregnancies. Both units 
have a large incidence of high-risk patients who require transfer for delivery to a tertiary 
care center, at a cost of approximately $750 pe- patient. 

Pine Ridge Ref*>rvation, also m Soutn Dakota, currently has only one 
obstetncian-gynecologist on staff, who, with the assistance of a resident, has perfo. Tied 
over 350 major surgical procedures and has been responsible for more than 400 deliveries 
during the past year. In order to provide him relief until another physician can be hired, 
ACOG IS attempting to su ply volunteers through the summer and fall of 1987. 

Besides rural isolation, inadequate facilities and housing, and understaf fing, IHS physician 
salaries are low compared to those m the private sector and are a further disincentive 
to voluntary recruitment. For these reasons the College is convinced that not even the 
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most effective voluntarv' recruitment program ^lU enable the IHS to meet all of its 
manpower needs. A service payback or loan repayment program is therefore essential 
for successful physician recruitment by the IHS for the foreseeable future. 

S. 1475 would establish a loan repayment program in which the Secretary of Health and 
Human Services would contract with qual.fied applicants for repayment of up to $25,000 
in principal, interest, and related expenses per >ear of obligated service on government 
and commercial loans received by the individual for tuition and other expenses. There 
would be a minimum period of two years of obligated service. 

The loan repayment program established in this bill, and a similar program established 
in S. 1158 which was recently passed by the full Senate, offer the IHS several distinct 
advantages. One advantage is that only those individuals who possess the specific speciality 
or clinical ' xinirg most needed by the IHS would be recruited. Additiona'ly. there v^ould 
be an immediate return on the federal dollars invested in the program because these 
individuals would be selected at the completion of their training as they are ready to begin 
clinical practice. Thus, the IHS would be able to select and recruit according to its 
immediate personnel needs. 

In addition to aiding m physician recruitment, the C 'lege -.upports inclusion of loan 
repayment for nurses and other health professionals as in the bill. Nursing and other support 
services are frequently the limiting factor regarding the care that can be given obstetric, 
gynecologic, and neonatal patients at a particular IHS location. The ACOG's site visits 
confirm that nursmg services are understaffed and many lack the special training needed 
to care for patients in labor, delivery and the neonatal nursery. 
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The College supports the use of nurse-midwivcs and nurse practitioners ^ith special skills 
related ♦o maternal and child health and gynecologic care to serve coordinating functions 
and to institute nealth promotion and disease prevention activities in the community, 
in addition to roles they may fill in the hospital setting. Community health . Zpiresentatives 
are also used to provide health and nutrition education to pregnant wmen and to motivate 
them to seek prenatal care. Pregnant women who are remote from IHS fa<wilities .ould 
often go without pr'^natal care if it were not for these home visits. 

In conclusion, the AGOG applauds Senator Mekher and Senators Inouye and Burdick for 
introducing S. 1475 and the Select Committee on Indian Affairs for holding this hearing. 
A loan repayment program is an important and necessary step. It is an excellent means 
for assuring the continued viability of the Indian Health Service. 



(1) 
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STATEMEWr 



of the 



AMERICAN MEDICAL ASSOCIATION 
to the 

Senate Select Couaittee on Indian Affairs 

RE: S. 1475, Indian Health Service Clinical Staffing 
Recruitment and Retention Program 



The American Medical Association has long supported the Indian Health 
Service (IHS) in carrying out its statutory authority •*to provide the 
quantity and quality of health services which will permit the health 
status of Indians to be raised to the highest possible level. ** We 
believe that S. 1475, a bill to establish an effective clinical staffing 
recruitment and retention program for the IHS, would greatly enhance the 
likelihood that this purpose can be fulfilled. 
Background 

The IHS deserves to be commended for its many successes. Due 
primarily to IHS efforts, the maternal mortality rate for American 
Indians and Alaska Natives residing in reservation states, according to 
the IHS, dropped a dramatic 89Z between 1957 and 1983. The infant 
mortality rate for these same Native Americans dropped S2X between 1954 
and 1981. 

Even with this level of achievement, however, the work of the IHS 
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must continue. Again according to the IHS, the age-ad justed mortality 
rates for & variety of health or health-related problems of Indians 
living in reservation states in 1983 were startllngly higher than for the 
general U*S* population. The mortality rate for tuberculosis was -60 
percent greater; for diabetes mellitus, 107 percent greater; for 
homicides, 91 percp*^*: greater; and for pneumonia and influenza, 39 
percent greater. 
Clinical Staffing Shortages 

These statistics only add to an already heightene''. sense of urgency 
resulting from the projections of shortfalls of physicians and other 
health care professionals recently documented by the Office of Technology 
Assessment (OTA) in its special report entitled ''Clinical Staffing in the 
Indian Health Service." According to the report, the IHS will need 200 
new physicians annually between 1987 and 1993. While the National Health 
Service Corps (NHSC) currently provides the IHS with between 130 and 150 
physicians each year. Congress has yet to reauthorize the NHSC field 
placemeat program. Without reauthorization, this resource of physicians 
will diminish quickly after 1988 when current authorization ends. 

Even with better retention of staff and more aggressive recruiting, 
as the OTA report recommends, it is clear that the IHS will not be able 
to meet its manpower needs solely on a voluntary basis. The 
disincentives of low pay and extremely isolated locations make it 
unlikely that enough physicians will be able to make the sacrifices 
necessary to fill all IHS positions. While it is thought that a possible 
surplus of physicians in the near future will act as an economic 
inducement to encourage more physicians into IHS practices — a scenario 
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the OTA rejects — It Is certain that young physicians are entering 
oedicine with increasingly higher education debts. Fewer physicians will 
be able to afford to practice with the IHS . 
Encouraging Physician Participation 

However, we know that the interest isong Dbysicians to provide the 
necessary oedical services to N'atlve -Vaericans is -tronf?. SiTe 1973, 
the AMA nas adtnlnistere'i Project ';SA> ^ nrogra::^ c^'j^ixv.^tc' with the SH3C 
and the IHS to recruit physicians for riedicaljv i - i r5^r\ec Iro^ar 
cotnsiinlties and rural areas. Tnrouph Project ■'5^^, i i,te3^v supply of 
physicians have accepted appointment wiln the NHSC or the IHS and have 
volunteered as short-tera replacements for physicians serving in the 'J.S, 
Public Health Service in Indian communities and otner rural locations. 

It is this kind of genuine interest among physicians that will be 
broadened with che loan repayment program and other incentives proposed 
in S. 1475. The currei t mechanism for encouraging participation by 
physicians and other health care professionals in the NHSC, the NHSC 
Scholarship Program, is not effective. Medical students accept NHSC 
scholarships early in their medical education when they have a great need 
for money but little iH^a of the lifestyles or the medical practices they 
will want to establish upon graduation. It hae proven to be unrealistic 
to expect these individuals, and tne families they vften gain in the 
meantime, to then effectively serve in isolated areas and in practices 
for which they have little interest. The high default rate and ensuing 
litigation surrounding the KHSC Scholarship Program jear witness to its 
inpracticality. 

The loan repayment program proposed in S. 1475 should be much more 
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effective. Medical students at the end of their education or practicing 
physicians will be able to coiamlt themselves to an IHS practice at the 
time they are willing to accept placement, th«jreby allowing personal 
responsibilities and aedlcal practice Interests to be taken Into 
consideration. Administration of such a program would also make more 
sense since actual manpower needs could be met on a selective basis with 
a short lead time. The participants would most certainly he highly 
motivated, Increasing greatly the likelihood of retaining physicians in 
the IHS« The OTA report slso supports this approach, suggesting that 
such a program '*could well be less costly and more effective than 
continuation of the NHSC scholarships,** 

Other Incentives contained in S* 1475 also should help improve 
clinical staff recruitment for the IHS, Special incentive pay for 
persons willing to work in positions where recruitment or retention is 
difficult and retention bonuses to encourage long-term service are 
excellent ideas. Expanded recruitment efforts should also prove helpful, 
including recruitment at health profession schools, grants to Indian 
tribes to test their own innovative techniques to recruit and retain 
clinical staff, and, as the OTA special reporc suggested, allowing 
reimbursement of travel expenses for spouses of health professionals when 
they visit potential placement sites. The programs that will allow 
flexible work schedules, provide instruction on tribal culture and 
history, and enable health professionals to pursue advanced training or 
"Ouduct research should all help to Improve clinical staff retention 
rates. 
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Foreign Medical Craduate Demonstration Project 



One provision of S. 1475 would establish a three-year demonstration 
project to train foreign medical graduates to obtain licenses as 
physician assistants. Physicians assistants can be used effectively to 
expand the delivery of health services. However, this program should not 
be viewed as an alternative to meeting the need for physicians. Native 
Americans deserve the highest level of medical care, and the emphasis of 
this bill should remain on alleviating physician shortages. 
Notiflthstanding, the provision under discussion will provide voluntary 
alternatives for foreign medical graduates, and this proposal, as a 
demonstration ^.roject, should be monitored closely. 
Conclusion 

S. 1475 appropriately addresses projected shortfalls of physicians 
and other clinical staff In the IHS. The AMA*s years of experience 
recruiting physicians for the IHS through Project USA tells us that 
physicians have a strong and constant interest in providf ^ needed 
m'»dlcal care to Native Americans- The progiaas contained in S. 1475 have 
the potential to encourage and expand that interest. We urge Congress to 
quickly pass this bill into law. 
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August 3. 1987 



Th# Honorable Daniel K. Inouye 
Ctu.Lra.an, Select Cooaittee on Indian Aff&Jrs 
722 Hart Senate Office Building 
Washington, D.C. 20510 

Dear Senator Inouye: 

This letter is being subaitted for the record of the hearing held 

before the Select Cooaittee on Indian Affairs, August 6, 1967, on 

the Indian HeaHh Service Loan Repayment Prograa. 

The Aaerican Acadeay of Pediatrics has had an active and 
longstanding cooaitaent to improving the health status of Native 
Aaerican children. The Acadeay*s Subcommittee on Indian Health 
recently nade si^e visits to three service units in the Aberdeen 
area to aeet with Indian Health Service staff to discuss 
pediatric care. The site visits confirmed the existence of the 
physician aanpower crisis within the Indian Health Service. The 
iaplesentation of comprehensive well child care programs has been 
h&fflpered as the dwindling supply of pediatricians struggle to 
meet acute health care needs. 

Recruitment and retention of qualified pediatricians to these 
remote, isolated areas has always been a challenge. The termi- 
nation of the National Health Service Corp Scholarship prograa 
has eliainated the only reliable source of clinical staff and has 
created an urgent deaand for new recruitment strategies. The 
Acadeay strongly supports the establishaent of a loan repayment 
prograa in order to increase the supply of pediatrician: for the 
Indian Health Service. Enabling the Indian Health Service to 
repay educational loans for pediatricians in exchange for their 
services is a pra'^tical solution to this critical problem. 

Your efforts to enable Native American children to receive high 
quality care from well>trained pediatricians are greatly 
appreciated. 

Sincerely yours, 

William C. ?tontgoscry» M.D. 
President 

WCH/esb 
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CLINICAL STAFFING RECRUITMENT AND 
RETENTION PROGRAM 



TUESDAY. AUGUST 25. 1987 

U.S. Senate, 
Select CoMMirrEE on Indian Affairs, 

Billings, MT. 

The committee met, pursuant to notice, at 10 a.m., in the Carter 
Room, Northern Hotel, Billings, MT, Hon. John Melcher presiding. 

STATEMENT OF HON. JOHN MELCHER. U.S. SENATOR FROM 

MONTANA 

Senator Melcher. The committee will come to order. This morn- 
ing we are meeting to discuss the possibilities of improving the 
clinical staffing and improvement of IHS out here in this area as 
well as across the United States by enacting S. 1475. Now, we have 
had a hearing on S. 1475 in Washington and all the testimony was 
generally favorable. But we have not had a field hearing until 
toaay. We thought perhaps in this area if we could get a good cross 
section of what various tribes felt was positive in the bill and what 
were the actual shortcomings of Indian health at this particular 
time, we might get a fairly good indication that this legislation 
might be very helpful and might be very timely. 

Let me say those of us that are sponsoring the legislation, myself 
and Senator Inouye and Senator Burdick, feel that the timeframe 
for holding onto a sufficient number of IHS professionals, and I 
me?^n not just doctors, and I don't mean just doctors and nurses, or 
doctors, nurses, and technicians, I mean all the professionals that 
are necessary to make IHS capable of delivering health care to 
Indian tribes, we feel like we have got just a few months. That the 
loss of professionals is so great, that if we don't start stemming 
that hemorrhage of loss of professionals, a year from now we will 
be in a very miserable situation without enough people to go 
around and perhaps a great deal of pressure to contract everything 
out. ^ ^ 

(The text of S. 1475 follows:] 

(1) 
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II 



100th congress 

1st Session 



S. 1475 



To establish an efteciue clinical staffing recruitment and retention program, and 
for other p'lrposes 



T:iE SENATE 0? THE UTsITED STATES 

JiL^ 9 (legislatue da\. Jtne 23). 1987 
Mr Melchep (for himself, Mr Inouyl, »ind Mr. BURDICK) introduced the fo!- 
lo\Mng bill, which was read twRC and referred to the Commiuee on Indjan 
Affair? 



A BILL 

To establish an effective clinical staffing recruitiiient and 
retention program, and for other purposes 

1 Be it enacted by the Senate and House of Representa- 

2 tives cf the United States of America in Congress assembled, 

3 TITLE I-LOAN REPAYI^EENT PROGRAJVI 

4 INDIAN HEALTH SERVICE LOAN REPAYMENT PROGRAM 

5 Sec. 101. (a) The Secretary, acting through the Serv- 

6 ice, shall establish a program tc be known as the Indian 

7 Health Senice Loan Repa}Tnent Program (hereafter in this 

8 Act referred to as the ''Loan Repa}7nent Program'') in order 

9 to assure an adequate supply of trained physicicjis, dentists, 
10 and nurses for the Service (and for health facilities and health 
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1 programs maintained by any Indian tribe, tribal organization, 

2 or urban Indian organization under a contract entered into 

3 vdih the Secretary) and, if needed by the Service or by such 

4 Indian tribe, tribal organization, or urban Indian organiza- 

5 ticn, podiatrists, optometrists, pharmacists, clinical and coun- 

6 seling psychologists, graduates of schools of public health, 

7 graduates of schools of social work, graduates of programs in 

8 health administration, graduates ol programs for the training 

9 of physicians assistants, expanded function dental auxiliaries, 

10 nurse practitioner (within the meaning of section 822 of the 

11 Public Health Service Aci (42 U.S.C. 296m)), and other 

12 hcallh profcF^ionals. 

13 (b) To be eligible to participate in the Loan Repayment 

14 Program, an individual must — 

^•'^ (1) be enrolled as a full-time student and in the 

16 final year of a course of study or program in an ac- 

17 credited (as determined by the Secretary) educational 

18 institution in a State which is approved by the Secre- 
tary pursuant to the provisions of this title; or 

(2) in a graduate training program in a course of 

21 study approved by the Secretary pursuant to the provi- 

22 sions of this title; or 

23 (3) have a degree in medicine or other health pro- 

24 fession which is approved by the Secretary pursuant to 

25 the pro\nsions of this title. 
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1 (c) An indhidual apphing for the Loan Repament Pro- 

2 gram must be eligible for, or hold, an appointment as a com- 

3 missioned officer in the Ser\ice or be eligible for selection for 

4 civilian emplo}7nent by the Service. 

5 (d) An applicant for the Loan Repa\7nent Program must 

6 submit an application to participate in the Loan Repa\Tnent 

7 Program, and must sign and submit to the Secretary, at the 

8 time of the submission of such application, a \\Titten contract 

9 (described in subsection (h)) to accept repa\Tnent of educa- 

10 tional loans and to serve (in accordance \nth thi«^ subtitle) for 

11 the applicable period of obligated sernce in the Indian 

12 Health Sernce 

13 (e) In disseminating application forms and contract 

14 forms to indinduals desiring to participate in the Loan Re- 

15 pa™ent Program, the Secretary shall include \nth such 

16 fonns a fair summary of the rights and liabilities of an indi- 

17 vidual whose application is approved (and whose contract is 

18 accepted) by the Secretary, including in the ^mmary a clear 

19 explanation of the damages to which the United States is 

20 entitled under section 104 in the case of the individual's 

21 breach of the contract. 

22 (0(1) The Secretary shall only approve applications 

23 under the Loan Repa\Tn' nt Program that are made by indi- 

24 vidua! whose training is in a health profession or specialty 

25 determined by the Secretary to be needed by the Ser\ice. 

er|c 153 



5 



4 

1 (2) In determining which appHcations under the Loan 

2 Repa^TTient Program to approve, the Secretary shall extend a 

3 preference to Indians. 

4 (g)(i) An individual becomes a participant in the Loan 

5 Repayment Program only upon the Secretary's approval of 

6 the indi\'idual's application submitted under subsection (c) 

7 and the Secretary's acceptance of the contract submitted by 

8 the indi\*idual under subsection (c). 



9 (2) The Secretary shall pronde wTitten notice to an in- 

10 dividual promptly upon the Secretary's approving, under 

11 paragraph (1), of the individual's participation in the Loan 

12 Repa\Tment Program. 

13 (h)(1) In the wTitten contract referred to in this subtitle 

14 between the Secretary and an individual, the Secretary shall 

15 agree to — 

16 (a) pay loans in behalf of the individual in accord- 

17 ance v\nth the provisions of ,his title, and accept the 

18 individual into the Service. 

19 (b) In the v^Titten contract (referred to in this sub- 

20 title), the individual shall agree to — 

21 (1) accept loan payments for (he purposes 

22 described in this title; and 

23 (2) in the case of an individual who is en- 

24 rolled in an accredited institution as a full-time 
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student or in a graduate training program, the in- 
dividual shall agree to — 

(A) maintain enrollment in the course of 
study until the individual completes the 
course of studv or training; and 

(B) while enrolled in such course of 
study or training, to maintain an acceptable 
level of academic standing (as ( .rmined 
under regulations of the Secretary by the 
educational institution offering such course of 
study or training); and 

(Cl to provide certification to the Secre- 
tary of the degree or diploma awarded to the 
individual in the health profession approved 
by the Secretary; and 

(D) to serve for a time period (hereafter 
in this title referred to as the ''period of obli- 
gated service" equal to 2 years or such 
longer period as the indindual may agree to 
serve in a health program maintained by — 

(i) the Service, or 

(ii) any Indian tribe, tribal organi- 
zation, or urban Indian organization 
under a contract entered into with the 
Secretary, 
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1 to which the indi\ndual is assigned by the 

2 Secretary; 

3 (2) a pro\nsion that any financial obligation of the 

4 United States arising out of a contract entered into 

5 under this subtitle and any obligation -of-the individui?^ 

6 which is conditioned thereon, is contingent upon funds 

7 being appropriated for loan repa3Tnents under this sub- 

8 title and to carry out the purposes of this subtitle; 

9 (3) a statement of the damages to which the 

10 United States is entitled, under section 104 for the in- 

11 dindual's breach of the contract; and 

12 (4) such other statements of the rights and liabi^- 

13 ities of the Secretary and of the indi\idual, not incon- 

14 sistent with the pro\isions of this subtitle. 

15 (j)(l) A loan repax-ment pronded for an indi\idual under 



16 a \\Titten contract under the Loan Kepaj-ment Program shall 

17 consist of payment, in accordance with paragraph (2), on 

18 behalf of the indi\idual of the principal, interest, and related 

19 expenses on government and commercial loans received by 

20 the individual for — 

21 (A) tuition expenses; 

22 (B, <^11 other reasonable educational expenses, in- 

23 eluding fees, books, and laboratory expenses, incurred 

24 by the individual; or 
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1 (C) reasonable IKing expenses as determined bv 

2 the Secretary. 

3 (2) For each year of obligated sernce that an indi\idual 

4 contracts under subsection (0 to serve, the Secretary may 

5 pay up to S25,000 on behalf of the indj\idual for loans de- 

6 scribed in paragraph (1). 

7 (k) Notwithstanding any other pro\ision of law, individ- 

8 uals who have entered into wTitten contracts with the Secre- 

9 tary under this section, while undergoing academic training, 

10 shall not be counted against any emplo^-ment ceiling affecting 

11 the Department. 

12 (I) The Secretary ihail, by not later than March 1 of 

13 each year, submit to the Congress a report pro\iding— 

14 (1) the number, and t\'pe of health profession 

15 training, of inu iduals rereinng loan pa^-ments under 

16 the Loan Piepa\Tnent Program; 

I'' (2) the educational institution at which such indi- 

18 \iduals are receinng their training or have completed 

19 their training; 

20 (3) the total number of applications filed under 

21 this section during the preceding year; 

22 (4) the number of such applications filed with re- 

23 spect to each type of health profession; 
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1 (5) the total number of contracts described in sub- 

2 section (0 that are entered into during the preceding 

3 year; 

4 (6) the number of such contracts entered into 

5 during the preceding year with respect to each type of 

6 health profession; and 

7 (7) the amount of loan paments made in the 

8 preceding year. 

9 RECRUITMENT 

10 Sec. 102. (a) The Secretary may conduct at schools of 

1 1 medicine, osteopathy, dentistry, and. as appropriate, nursing 

12 and other schools of the health professions and at entities 

13 which train allied health personnel, recruiting programs for 

14 the Loan Repa\Tnent Program. 

15 (b) Section 214 of the Public Health Service Act (42 

16 U.S.C. 215) shall not apply to indinduals during their period 

17 of obligated ser\*ice under the Loan Repayment Program. 

18 OBLIGATED SERVICE UNDER CONTRACT 

19 Sec. 103. (a) Each individual who has entered into a 

20 OTitten contract with the Secretary under section 101 shall 

21 pronde ser\*ice in the full-time clinical practice of such indi- 

22 vidual's profession in the Indian Health Service for the 

23 period of obligated service provided in such contract. 

24 (b)(1) If an individual is required under subsection (a) of 

25 this section to pronde obligated service, the Secretary shall, 
O 26 not later than 90 days before the date described in paragraph 
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1 (4), determine if the individual shall provnde such service as a 

2 commissioned officer in the Regular or Reserve Corps of the 

3 Public Health Service or as a civilian employee of the Indian 

4 He^Uh Sen-ice, and shall notify such individual of such 

5 determination. 

6 (2) If the Secretary determines that an individual shall 

7 provide obligated sennce to the Indian Health Service as a 

8 commissioned officer in the Public Health Servnce or a ci\nl- 

9 ian employee of the Indian Health Sernce, the Secretary 

10 shall, not later than 60 days before the date described in 

11 paragraph (4), pronde such individual unth sufficient informa- 

12 tion regarding the advantages and disadvantages of semce 

13 as such a commissioned officer or civilian employee to enable 

14 the individual to make a decision on an informed basis. To be 

15 eligible to pronde such obligated service as a commissioned 

16 officer in the Public Health Seruce, an indi\ndual shall notify 

17 the Secretary, not later than 30 days before the date de- 

18 scribed in paragraph (4), of the individual's desire to provide 

19 such service as such an officer. If an individual qualifies for 

20 an appointment as such an officer, the Secretary shall, as 

21 soon as possible after the date described in paragraph (4), 

22 appoint the individual as a commissioned officer of the Regu- 

23 lar or Reserve Corps of the Public Health Service. 

24 (3) If an individual provided notice by the Secretary 

25 under paragraph (2) does not qualify for appointment as a 
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1 commissioned officer in the Public Health Senice, the Secre- 

2 tary shall, as soon as possible after the date described in 

3 paragraph (4), appoint such indi\idual as a ci\ilian employee 

4 of the Indian Health Service. 

5 (4)(A) With respect to an indj\idual receiving a degree 

6 from a school of medicine, osteopathy, psychology, or dentist- 

7 ry, the date referred to in paragraphs (1) through (3) shall be 

8 che date upon which the individual completes the training 

9 required for such degree, except that the Secretary shall, at 

10 the request of such individual, defer such date until the end of 

11 the period of ti .e (not to exceed 3 years or such greater 

12 period as the Secretary, consistent with the needs of the 

13 Service, may authorize) required for the individual to com- 

14 plete an intemship, residency, or other advanced clinical 

15 training. With respect to an individual receiving a degree 

16 from a sclool of optometry, podiatry, or harmacy, the date 

17 referred to in paragraphs (1) through (3) shall be the date 

18 upon which the mdividual completes the training required for 

19 such degree, except that the Secretary shall, at the request of 

20 such individual, ider such date until the end of the period of 

21 time (not to exceed 1 year or such greater period as the 

22 Secretary, consistent with the needs of the Service, may au- 

23 thorize) required for the individual to complete an internship, 

24 residency, or other advanced clinical training. No period of 

25 internship, residency, or other advanced clinical training shall 
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1 be counted toward satisMng a period of obligated senice 

2 under this subtitle. 

3 (B) With respect to an individual recei\ing a degree 

4 from an institution other than a school referred to in subpara- 

5 graph (A), the date referred to in paragraphs (I) through (3) 

6 shall be (he date upon which the indi\idua! completes his 
T academic training leading to such degree. 

8 (C) With respect to an indi\idjal who has received a 

9 degree in medicine, osteopathy, psychology, dentistrv, or 

10 other health profession and has completed graduate training, 

1 1 the date referred to in paragraphs (I) through (3) shall be the 

12 date on which the indj\idual enters into a contract with the 

13 Secretary under section 101. 

14 (c) An individual shall be considered to have begun sen-- 
lo ing the period of obligated service on the date such indi\idual 
16 is appointed as an officer in a Regular or Resen^e Corps of 
IT the Public Health Sernce under subsection (b)(2) or is ap- 

18 pointed as a civilian employee of the Indian Health Ser\ice 

19 under subsection (b)(3). 

20 BREACH OF CONTRACT 

21 Sec. 104 (a) An indindual who has entered mto a writ- 

22 ten contract with the Secretary under section 101 and who— 

23 (1) is enrolled in the final year of a course of 

24 study and fails to maintain an acceptable level of aca- 

25 demic standing in the educational institution in which 
the individual is enrolled (such level determined by the 



26 



ERLC 161 



13 
12 

1 educational institution under regulations of the Secre- 

2 tar}') or voluntarily terminates such enrollment or is 

3 dismissed from such educational institution before com- 

4 pletion of such course of study, or 

5 - (B) is enrolled in a graduate -training program, 

6 fails to complete such training program, 

7 in lieu of any senice obligation arising under such contract 

8 shall be liable to the United States for the amount which has 

9 been paid on his behalf under the contract. 

10 (b) If (for any reason not specified in subsection (a)) an 

11 indi\ndual breaches his \^Titten contract *'nder section lOl by 

12 failing either to begin such indi\'iduars period of obligated 

13 service in accordance with section 103 or to complete such 

14 period of obligated sernce, the United States shall be entitled 

15 to recovei from the indi\idual an amount determined in ac- 

16 cordance with the following formula: 



17 in which 'A' is the amount the United States is entitled to 

18 recover, 'z' is the sum of the amounts paid under this subtitle 

19 to, or on behalf of, the individual and the interest on such 

20 amounts which would be payable if at the time the amounts 

21 were paid they were loans bearing interest at the maximum 

22 legal prevailing rate, as determined by the Treasurer of the 

23 United States, V is the total number of months in the indi- 
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1 \iduars period of obligated senice, and 's' is the number of 

2 months of such period served by him in accordance with sec- 

3 lion 103 of this title. Any amount of damages which the 

4 United States is entitled to recover under this subsection 

5 shall, within the 1-year period beginning on the date of the 

6 breach of the written contract (or such longer period begin- 

7 ning on such date as specified by the Secretary for good 

8 cause showTi), be paid to the United States. 

9 (c)(1) Any obligation of an indi\idual under the Loan 

10 KepaMTient Program (or a contract thereunder) for ser\ice or 

11 pa\Tnent of damages shall be canceled upon the death of the 

12 indindual. 

13 (2) The Secretary shall by regulation pro\ide for the 

14 partial or total waiver or suspension of any obligation of serv- 

15 ice or payment by an indi\idual under the Loan Repayment 

16 Program (or a contract thereunder) whenever compliance by 

17 the indi\idual is impossible or would involve extreme hard- 

18 ship to the iiidi\idual and if enforcement of such obligation 

19 with respect to any individual would be unconscionable. 

20 (3) Any obligation of an individual under the Loan Re- 

21 payment Program (or a contract thereunder) for payment of 

22 damages may be released by a discharge in bankruptcy only 

23 if such discharge is granted after the expiration of the 5-year 

24 period beginning on the first date that payment of such dam- 

25 ages is required. 
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1 REPORTS 

2 Sec. 105. The Secretary shall submit to the Congress 

3 on July 1 of 1988, and of each succeeding year, a report on 

4 the number of pro\iders of health care who \\111 be needed for 

5 the Indian Health Senice during the 3 fiscal years beginning 

6 after the date the report is filed and — 

7 (1) the numbe." of scholarships, if any, the Secre- 

8 tary proposes to provide under the National Health 

9 Sernce Corps Scholarship Program during such 3 

10 fiscal years, and 

11 (2) the number of individuals for v^'hom the Secre- 

12 tary proposes to make loan repayments under the Lroan 

13 RepavTTient Program during such 3 fiscal years. 

14 atjthorizatiok for appropriations 

15 Sec. 106. There are authorized to be appropriated for 

16 each fiscal year such sums as may be necessary to carry out 

17 the provisions of this title. 

18 TITLE n— OTHT;R RECRUITMENT AND 

19 RETENTION PROVISIONS 

20 TRAVEL EXPENSES FOR RECRUITMENT 

21 Sec. 201. (a) The Secretary may reimburse health pro- 

22 fessionals seeking positions in the Service (including individ- 

23 uals considering entering into a contract unJer section 101) 

24 and their spouses for actual and reasonable expenses incurred 

25 in traveling to and from their places of residence to an area in 
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1 which they may be assigned for the purpose of evaluating 

2 such area \\ith regard to being assigned in such area. 

3 (b) There are authorized to be appropriated for each 

4 fiscal year $100,000 for the purpose of carrying out the pro- 

5 visions of this section. 

6 TRIBAL DEMONSTRATION RECRUITMENT AND RETEN'^ION 

PROGRAM 

8 Sec. 202. (a) The Secretary, acting through the Serv- 

9 ice, shall award grants to Indian tribes and tribal organiza- 

10 tions for the purpose of enabling the Indian tribes and tribal 

11 organizations to develop and test, in cooperation vaih the 

12 Ser\-ice, innovative techniques to recruit, place, and retain 

13 health professionals. 

14 (b) The Secretary shall prescribe such regulations as are 

15 necessary to carry out the pronsions of this section. 

16 (c) There are authorized to be appropriated such sums 

17 a'^ may be necessary to carry out the pro\isions of this 

18 section. 

19 TRIBAL CULTURE AND HISTORY 

20 Sec. 203. (a) The Secretary, ac.ing through the Ser%- 

21 .c, shall establish a p-ogram Lender which all employees of 

22 the Service who serve particular Indian tribes shall receive 

23 educational instructic. in the history and culture of such 

24 tribes and in the history of the Service. 

25 (b) To the extent feasible, the program established under 
© subsection (a) 11- 
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1 (1) be carried out through tribally-con trolled coin- 

2 munity colleges, and 

3 (2) be ^^eveloped in consultation with the affected 

4 tribal government, and 

5 (3} include instruction in Native American studies. 

6 (c) There are authorized to be appropriated such sums 

7 as may be necessary to carry out the pro\is!Ons of this 

8 section. 

9 INMED PROGRAM 

10 Sec. 204. (a) The Secretary is authorized to pro\ide 



11 grants to colleges and universities for \\ie purpose of main- 

12 taining and expanding the Native American health careers 

13 recruitment f'^gram knowTi as the ''Indians into Medicine 
li Program" (hereinafter in this section rei'erred to as 

15 *'TNMED'') as a means of encour ^ng Indians to enter the 

16 health professions. 

17 (b) k addition to maintaining the INilED program at 

18 the University of North DaVota, the Secretary shall provide 

19 grants to at le*^ * < vr ^"tional universities or colleges for 

20 the purpose ol t^^.andin^ the INMED program model. 

21 (c) The Secretary shall develop regulations for the com- 

22 petitive awarding of the grants established in this section pro- 

23 vided that the universities applying for such funds agree to 

24 provide a program which — 

25 (1) provides outreach and recruitment for health 
O 26 professions to Native American communities including 
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1 elementary, secondary and community colleges located 

2 on Indian rese-vations which ^^•ill be served by the 

3 program, 

4 (2) incorporates a program adnsory board com- 
• ■ 5 ... prised of representatives from the tribes and communi- 

6 ties which will be served by the program, 
' (3) provides summer preparatory programs for 

8 Xati\ e American students who need enrichment in the 
.9 subjects of math and science in order to pursue trainin, 
10 in the health professions, 

" (4) provides tutoring, counseling and support to 

12 students who are enrolled in a health career program 

13 of study at the respective college or university, and 

maximum extent feasible agree to 
15 employ qualified Native American staff for the 
^6 program. 

1" (d) By no later than the date .hat is 3 years after the 

18 date of enactment of this Act, the Secretary shall submit a 

19 report to Congress on the program including recommenda- 

20 tions for expansion or changes to the program. 

21 (e) There are authorized to be 8:?ropriated such sums 

22 as may be necessary to carry out the provisions of this 

23 section. 
24 

ADVANCED TRAINING AND RESEARCH 

25 Sec. 205. (a) The Secretary, acting through the £orv- 

26 ice, shall establish a program to enable health professionals 
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1 who have worked lOr the Semce for a substantial period of 

2 time to pursue advanced training or research at medical 

3 schools, or other professional schools or facilities, in areas of 

4 study for which the Secretary determines a need exists, 

5 (b) The Secretr.ry shall prescribe such regulations as 

6 may be necessary to carry out the pro\isions of this section, 

7 ADDITIONAL INCENTI\TES FOR HEALTH PROFESSIONALS 

8 Sec. 206, (a) The Secretary shall pro\ide the incentive 

9 special pay authorized under section 302(b) of title 37, 

10 United States Code, by reason of section 208(a) of the Public 

11 Health Sernce Act (42 U.S.C. 210(a)), to— 

12 (1) commissioned medical officers of the Regular 

13 and Reserve Corps of the Public Health Sernce who 

14 are assigned to positions for which recruitment or re- 

15 tention of personnel is difficult in the Indian Health 

16 Ser\ice, and 

17 (2) ci\nlian medical officers of the Ser\nce who are 

18 assigned to positions for ^^vhich recruitment or retention 

19 of personnel is difficult. 

20 (b) The Secretary shall establish and update on an 

21 annual basis a list of positions (other than medical officers) of 

22 health care professionals employed by or assigned to the 

23 S^rvace for which recruitment or retention is difficult. 

24 (2)(A) The. Secretary shall pay a bonus to any 

25 person who is employed in or assigned to, a position in 

168 
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1 the Sen-ice included in the list established by the St 

2 retan- under paragraph (l)(b). 

3 (B) The Secretary may not exceed $2,000 in total 

4 bonus pay-ments made under this section to any em- 

5 ployee within any 1-year period. 

6 (c) The Secretary shall establish profrair.s to allow the 

7 use of flexible work schedules, and compressed work sched- 

8 ules, in accordance v.ith the pronsions of subchapter U of 
S chapter 61 of title 5, United States Code, for health profes- 

10 sionals employed by, or assigned to, the Sernce. 

11 (d) Not\nthstanding any pronsion of law, no limitation 

12 imposed on amounts of premium pay paid for overtime shall 

13 apply to any indindual employed by, or assigned to, the 

14 Sernce. The rate of overtime pay for such indindual shall be 

15 computed as pronded in section 5542 of title 5, United 

16 States Code. 

EETENTIOX BO.VUS 

18 Sec. 207. (a) The Secretary shall pay a retention bonus 

19 to medical officers employed by or assigned to the Senice 

20 either as a ci\ilian employee or member of the Commisson 

21 Corps who — 

22 (1) has satisfied one of the following criteria: 

23 (A) has completed three years of emplo^Tnent 

24 with the Ser\ice; or 

(B) h IS completed any serWce obligation in- 
26 curred as a result of — 
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(i) acceptance of any Federal scholar- 
ship program; or 

(ii) any Federal education loan repay- 



4 



ment program. 
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(b) enters into an agreement ydih the Ser\nce for contin- 
ued emplo}Tnent for a period of not less than 1 year. 

(c) The Secretary sh^W establish specific rates for the 



8 retention bonus which shall pro\dde for a higher annual rate 

9 for multi-year agreements than for single year agreements 

10 but in no event shall the annual rate be less than $12,000 per 

11 annum nor shall the annual rate be more than $25,000 per 

12 annum. 

13 (d) The retention bonus for the entire period covered by 

14 the agreement in paragraph (2) shall be paid at the beginning 

15 of the agreed upon term of service. 

16 (e) Any physician failing to complete the agreed upon 

17 term of service, except where such failure is through no fault 

18 of the individual, shall be obligated to refund to the govern- 

19 ment the full an^ount of the retention bonus for the period 

20 covered by the agreement plus interest as determined by the 

21 Secretarj' after consultation with the Secretary of the 

22 Treasury. 

23 FOREIGN MEDICAL GRADUATE DEMONSTRATION PROJECT 

24 Sec. 208. (a) The Secretary shall establish a 3-year 

25 demonstration project in the Indian Health Service which 
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1 utilizes foreign medical graduates to assist in the delivery of 

2 health care in IHS hospital facilities. 

3 (b) The Secretary shall conduct the demonstration 

4 project at not less than 2 fflS hospitals which have the staff 

5 capability to pro\ide orientation, training, and supemsion to 

6 the foreign medical graduates selected to participate in the 

7 demonstration project. 

8 (c) The Secretary shall develop a program v:h\ch pro- 

9 \ides orientation, training, and supervision to the participants 
10 in the demonstration project which — 

(i) assesses the abilities of each foreign medical 
12 graduate participating in the demonstration project, 
^3 (2) provides individualized orientation and training 

14 to each participant, 

^5 (3) provides individualized work assignments 

16 based upon the individual's training, experience and ca- 
IT pabilities, and which are under the supervision c' an 
18 IHS medical officer, and 

(4) prepares each participant to obtain a license as 
20 a physician assistant. 

^1 (c) The Secretary shall select at least 10 individuals to 

22 participate in the demonstration project who satisfy the fol- 

23 lowing criteria— 

24 (1) had been licensed to practice medicine in his 

25 or her country of origin; 
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1 for the purpose of conducting an investigation of administra- 

2 tive policies and regulatory procedures which impede the re- 

3 cruitment or retention of physicians and other health profes- 

4 sionals by the Indian Health Service. 

5 (b) By no later than the date that i; 18 months after the 

6 date of enactment of this Act, the ad^-isory panel established 

7 under subsection (a) shall submit to the Congress a report on 

8 the investigation conducted under subsection (a), together 

9 w-ith any recommendations for administrative or legislative 
10 changes in existing law, practices, or procedures. 

EARLY RETIREMENT 

12 Sec. 210. Section 8336(j)(l)(B) of title 5, United States 

13 Code, is amended by striking out "December 21, 1972" and 

14 inserting in lieu thereof "December 5, 1979." 

DEFINITIOXS 

16 Sec. 212. For purposes of this Act— 

(a) The term "the Secretary" means the Secre- 
18 tary of Health and Human Semces. 

^b) The term "the Ser\-ice" means the Indian 

20 Health Ser\-ice of the Department of Health and 

21 Human SerWces. 

22 (c) The t«nn "Indian", "Indian tribe", "tribal or- 
ganization", and " ban Indian organization" have the 
respective meanings given to .<:uch terms by section 4 

25 of the Indian Health Care Impro -ement Act (25 

26 U.S.C. 1603). 
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Senator Melcher. The bill we think probably ought to be passed 
in September. That's rather fast for action in Congress, but we 
think it is that much of an emergency. 

So we thought perhaps we would be better off if we had some 
advice right from the field, right from tribal leaders who have to 
deal on the ground with the situation in your own tribes every day, 
day in and day out. 

Now, Tm not sure, I have got some prepared testimony, but, for 
instance, from the Shoshone Tribe and the Northern Arapaho Busi- 
ness Council, might I ask, is anybody he^ e in person today, Shosho- 
ne or Arapaho? 

All right. We will make this testimony part of the record after 
we have heard fr those who are actuall> here. John R. Wa- 
shake. Chairman of the Shoshone Business Council, Twin River 
Indian Reservation, and from Wayne Felter, Arapaho Business 
Council, Arapaho tribe. 

I think our first witness is Ear) Old Person, Blackfeet tribal 
chairman. Earl, would you please assume the stand here. 

STATEMENT OF EARL OLD PERSON, CHAIRMAN, BLACKFEET 

TRIBE 

Mr. Old Person. Thank you. Senator. Thank you. First of all, I 
would like to expr ss our appreciation for allowing us to have this 
input into this hearing that you are having. I do want to acknowl- 
edge some other members that are with me today. My council 
members Lane Kennedy, Rowland Kenerling, Bernard Semadore, 
our legal counsel Vicky Santana, and we have a couple of our hon- 
orary council members, these are some of our senior members that 
i.re with us, Joe Bear Medicine, and Francis Paws. 

I think I have echoed this many times that we as Indian people I 
think practically all feel that one of the most important part of our 
lives, and I think with anyone throughout this country, is our 
health. If we do not have the health, we will not be able to function 
as we would like to do and be within our way of life on our reserva- 
tion. 

I want to thank the congressional people and you, as our Sena- 
tor, finit of all for helping us out and being very instrumental in 
the edical center that we now have. 

Also for seeing that it is important that these facilities or any 
health program that is within the Indian reservations, the Indian 
areas, that they have the kind of people that v/ill be working with 
them and that will work with them to the point where we can 
begin to see that things are becoming sufficient and the kinds of 
programs that we can rely upon. I think one of the things that we 
have always been, we as tribal leaders, at least for the Blackfeet 
people, one of the questions that always come to us when we are 
talking about our health facilities, people come to us and they 
w nder why don't we have enough people working at the hospitals, 
why don't we have the kinds of doctors that should be here work- 
ing with us, why do we have to be taken to Great Falls, Kalispell, 
and elsewhere in order to receive the kinds of trea* ent that is 
needed. And I guess one of the reasons is that ever ling that is 
being pointed out here, that we do not have the kinds of people, we 



ERLC 



174 



26 

do not have enough people to work within this area, especially to 
encourage our Indian people, our own kind, to go into these kinds 
of fields. 

First of all, we are never at a point where we can send our young 

Eeople to these kinds of institutions where they will receive this 
md of training. I think our greatest enemy is lack of ^unds. 
becond, they are not being encouraged enough to eally get into 
this area as far as medical professional is concerned. And so with 
these kinds of problems that we run into, naturally we are going to 
find ourselves having problems as well as the people within the 
medical profession having problems, and, most of all, I believe this 
is one the reasons that our Indian Health Service programs as 
well as our congressional people that put out the kinds of money, 
find It often difficult to put out the kind of money to help these 
people. What I mean by that, if we had the kinds of services on our 
reservations, if we had the kind of staffing, the kinds of people to 
work within our medical or health problems, we would not have to 
be sent out into the areas. Perhaps we will have to, but not to the 
extent that it is today. And I think this is the greatest let down 
when we hear there is not enough money, there is not the kinds of 
funding to be able to take care of the Indian Health Service pro- 
grams, to take care of the kinds of needs that are in need for our 
people s medical care. 

I think we need to encourage our own people. We need to encour- 
age the people right within this area that can actually work with 
our people. Communication I've always said is very important 
liach time that we have doctors in this profession that come in and 
work With our people, I always try to encourage these people to try 
to find a way of communicating with our people. And my people in 
turn 1 try to encourage them to work with the people that come in 
to work with us. I think that is very important. If we can under- 
stand one another, I think things will be— they will work in a way 
where we understand one another better. 

I have a written testimony that I have submitted, and we have 
outlined some things in there that we hope will be hopeful for this 
legislation as it is being introduced and ready for its passage, but I 
do want to agree that we need the kinds of people that will come in 
and understand our people and our ways and the kinds of things 
that they have to work with within our areas. For instance, it is 
awtully difficult, I guess, sometimes if you bring in a stranger that 
comes into our areas, it is awfully difficult for them to really enter 
into the kinds of environment that they come into, and so we need 
a better understanding, we need the kinds of people that will un- 
derstand our ways and the kinds of things that they have to work 
with. 1 think we can talk about funding as much as we want as 
long as we want, pointing up the different things, where we are lax 
in the way that our people are helped as far as funding is con- 
cerned for our Indian Health Service units or within our medical 
and health programs. 

And so with this. Senator, I do want again to express on behalf of 
the Blackfeet people and I hope that within this testimony that I 
have submitted, that you will receive a detailed information from 
the blackfeet people and some of the suggestions that we have 
pointed out in our testimony. 
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Now, again, I guess I am not — it is allowed to have any of our 
other members to elaborate. If there are any questions that you 
might want to ask, I will be happy to try to answer them. 

Senator Melcher. All right. Earl, I want to thank you and the 
rest of the witnesses for coming today. We really had not planned 
this too many days in advance. I think you were all contacted 
about 10 days ago and asked whether you thought it was too short 
a time to testify. Almost all of you said ycu thought you could testi- 
fy that quickly, it was not too short a time. So the committee ap- 
preciates that. 

We are faced with what we think is an emergency, we know it's 
an emergency, that unless we get something passed this fall, the 
shortcomings are going to be so bad next year that we might not be 
able to keep IHS going on the same track it is. Tm afraid they 
would swing around to wanting to contract about everjrthing out in 
sight, and IHS would never be the same again. 

Well, we felt by having a field hearing here today that perhaps 
we could get a blance in testimony. The balance, that we received 
in Washington offset by what we get right here from people like 
yourself. So we have asked not necessarily to have a whole big 
hearing record today,, one that is fairly straight forward and fairly 
short, just to go with the hearing record in Washington, ard be- 
tween the two, any doubting Thomases, either in the Senate floor 
or in the House floor, maybe we could just scan through the hear- 
ing record combined between Washington and here and perhaps we 
could convince them, also, some action is needed this fall. 

Surprisingly not too much was suggested to alter the bill in its 
form as it was introduced. Now, we will make some changes. So we 
will be very sensitive to changes that you will recommend, and we 
will go through that. We will have staff go through all of these 
changes that are recommended by the tribes and see whether they 
can be worked out and worked into the bill before it is passed. 

Tve seen many bills get started. They are very urgent bills, and 
not passed when they should have, get shoved aside for 1 year or 
so. This is one I don't think we can afford to see that happen to. I 
think the losses would be so damaging that Indian Health Service 
and health care on Indian reservations would disappear very rapid- 
ly; would be less next year and a great deal less after that, and I 
find that to be, in my judgment, totally unacceptable. 

So I think we want strong testimony, which you have already 
given, but we want to go through the prepared testimony, and we 
may want to get back to you between the staff, through the staff, 
and on my staff in the Senate or the committee's staff, whatever. 
Dr. De Ortube is here, he's actually working on the aging commit- 
tee now, but Dr. De Ortube has done an awful lot of work working 
with the IHS for the last year cataloging where their shortages are 
and projecting how bad it is going to be. So we are going to have a 
lot of help in making sure the bill is passed. 

Earl, some of the people you have brought, I think on a different 
matter, too, I would like to see before this is o^er with. Some of the 
people here on the Badger Two Medicine. 

Mr. Old Person. Right. But I do want to point out, too, just to 
give you an example with our new medical center, it was intended 
for 214 employees, or staffing. 
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Senator Melcher. How many? 

Mr. Old Person. 214. But we have 170 out of that. That was kind 
of a reduction. These are the kinds of things that we are suffering 
within our unit. 

Senator Melcher. The projected staff level is 214 and you only 
havo 170? 

Mr. Old Person. So you can see they were not meeting what was 
originally based. So these are the kinds of problems that we run 
into. And I think you can hear— there will be a variety of recom- 
mendations, such as the veterans, they have their problems, our 
Indian veterans, are having problems within our medical and 
health care programs. They are sent away, but, you know, that 
doesn't really help. I think thore is going to have to be a way that 
they have to be worked with and dealt with, and Ym sure you will 
hear from them. We do have some representatives that will focus 
on that. 

Senator Melcher. Just becuase some person is not on the wit- 
ness list does not mean we don't want testimony. Any written testi- 
mony will be part of this hearing record, and so we encourage ev- 
erybody that might think, well, this is all locked up, just submit 
the written testimony, we will make sure it is part of this record, 
and we will keep this record open, by the way, for another two 
weeks. 

Mr. Old Person. If I could, just last, I want to mention is that 
we had a Montana Indian Health Careers Recruitment Center here 
that was phased out. Now, I think that area could have been a 
great asset to this type of a legislation, where they could continue 
and perhaps 

Senator Melcher. Where did we have that, hei ? in Billings? 

Mr. Old Person. It was here in Billings. That's been phased out 
and I think that is something that we need to look at. 

Senator Melcher. We may need to look at that again. 

Mr. Old Person. Right. So with that again, I want to thank you 
for allowing me, and I hope that you will review the testimony that 
I have submitted, and there will be the detailed information, rec- 
ommendations, and some points that we have recommended. 

Senator Melcheh. All right. Thank you. 

Next, we will hear from Gilbert Horn, Sr. 

STATEMENT OF GILBERT HORN, SR, TRIBAL HEALTH BOARD, 
FORT BELKNAP TRIBE 

Mr. Horn. Thank you. Senator., I gave you ten copies for your- 
self, and the last I gave you there is for the Select Committee on 
Indian Affairs. There are 15 copies of that one and ten copies for 
the first one I gave this morning. 

Senator Melcher. Good. 

Mr. Horn. So I think Earl covered everything just about. So I 
won't take up too much of your time. We agree with most of the 
things that was in the bill. I think one part that we didn't was the 
$100,000 that was allowed for the contract. We thought that was 
too small a figure. So I won't take up any of your timo. 

Senator Melcher. How do you find—how bad is it at Fort Balk- 
nap in terms of staffing right now? 
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Mr. Horn. Well, I didn't want to go into that because I think you 
have heard enough about it. I don't think Indian people are really 
getting the services we are entitled to because we are less than 
second class people I think as far as health care is concerned be- 
cause many times we don't get to see the same doctor two trips in 
a row. One of my eldery people told me he was to the clinic four 
different days in 1 week and each day that he went he saw a differ- 
ent doctor, and each time they told him something else was wrong 
with him. So after the fourth time he went to the hospital and saw 
the fourth doctor, they told him to come back on a Monday, and he 
said, well, Fm not coming back no more because it cost me money 
every time I come here. I come 70 miles to get here one way. I have 
to hire somebody. And he said, so far, the four doctors that I al- 
ready come to, there is nothing left that could be any good in my 
body anyhow if I came to the fifth doct<.r. 

So I thik by that, what he meant is, we should be able to see one 
doctor each time we came to the clinic rather than see a diferent 
doctor every time. 

Senator Melcher. Gilbert, I think it is hard for a lot of people to 
understand that there can be that many doctors shuttled through a 
system. You are not exaggerating, are you? 

Mr. Horn. No Tm not, we got that on record at home. 

Senator Melcher. Over how long a period of time, do you re- 
member? 

Mr. Horn. In just— it was— not this past summer, *he summer 
before. 

Senator Melcher. Summer before last? 

Mr. Horn. Yes; we have a doctor— one of the times that we pro- 
posed our health facilities up at Helena, that's when we picked this 
up when we went to the committee for different meetings, this old 
man told us that. We have it on record. 

But the turnover is too fast on Indian reservations, or at least it 
is on Fort Belknap, and I thought we had some of the best doctors 
we have ever had at Belknap at this time, but they just told me the 
other day that one is going to leave again. 

Senator Melcher. We have looked at this too long as a problem 
and lamented how bad a problem it is, and now I think we are just 
forced down to the mat. We are going to have to make sure that 
there are some incentives for staying and making this a major part 
of their career life. The idoa that reservations are poor places to 
live depends upon ho - yuu are suited. If you like Indian culture, it 
is the best place in the world to live. If you like Indian people, it is 
better than downtown Billings. If you like the west and the expan- 
siveness of it, it is a place to come to. But salaries and opportuni- 
ties for families are part of living, too, and when they want to pay 
less for what is, after all, a little tougher job, I don't find 

Mr. Horn. I agree with you. I think it is hard for anybody, like 
especially at Fort Belknap. 

Senator Melcher. They burn out, don't they? Don t some of 
them burn out? . 

Mr. Horn. Yes; they burn out because they are practically 
around the clock. But there is no recreation for them, there is no 
golf courses, no fishing, no nothing around there close that they 
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can go to. There are no big lights around Fort Belknap. So when 
they get burned out, before them, they get tc -nove. 

But I would liKe to jomment, I think it me of th last para- 
graphs in your bill w'.ere you ha/e foreif )ctors or loi^ign stu- 
dents mentioned to bring to the reservati. I think I like that. I 
heard a lot of other say different, but I would have to go along with 
everybody has probably had something to do w'h treaties, the set- 
tlement of treaty claims. And most of them attorneys were Jews, 
they were foreigners. I think that is the only ones that ever helped 
the Indians in the claim that I ' now of. 

So I think when ^ou talk about foreign doctors, the foreign doc- 
tors are a lot better than the Annerican doctors. I don't know why, 
hut seemed like they— I don't kncv, they are just better, because I 
was in Denver and we had a big team of them, one tean^ I had was 
15 doctors. The foreign doctors that was training there seemed like 
they took more interest in the patient than coming with -a clip 
board and just inaking checks on that. The foreign doctors seerv^d 
to ask more questions. I think they were just more knowledgeable 
about medicine. 

Senator Melcher. Well, it is not a very big open door the way it 
is in that bill. It would allow [HS to utilize some foreign-trained 
doctors if they were short otherv/ise. 

Mr. Horn. The way it is written I would say it is the last resort. 

Senator Melcher. Yes; it is the last resort. It ought to be there, I 
believe, because we may need last resorts. 

All right. I see you have looked into the bill well, Gilbert, and I 
thank you fo. that. Wi will keep pressing for passage of this bill. 
We will need all tne help we can get. 

Mr. Horn. Okay, thank you. Senator. 

Senator Melcher. Next I believe we have Ken Smoker, Fort 
Peck. 

STaFEMENT of ken smoker, jr., executive board iMEMBER, 
FORT PECK TRIBES 

Mr. Smoker. Good morning. Senator Melcher. 
Senator Melcher. Good morning. Ken. 

Mr. Smoker. My name is Kenny Smoker Jr., I'm a member of 
the Tribal Executive Board of the Assiniboine and Sioux Tribes of 
the Fort Peck Reservation. With me in the audience is Larry 
Bursha, who is our tribal health director at Fort Peck. It is a pleas- 
ure to testify before you concerning S. 1475, a bill to establish an 
effective clinical staffing recruitment and retention program. 

The Fort Peck service unit is currently experiencing difficulty in 
finding physicians to staff its clinics on the reservation. We cur- 
renVy have no ohysicians at our Wolf Point Health center and one 
physician vacancy at our Poplar Health Center. It has tnken the 
service unit over two and one half years to bring its m* ..ical staff 
at Poplar to near full ct^ff. To date we have only four physicians 
apply for the Wolf Point vacancies. Two of the four have elected to 
go to other Indian Health Service facilities. We are awaiting for 
the two other candidates decision tc relocate to Wolf Point. 

Our major need is for fanrlly physicians, with obstetric capabil- 
ity, a specialty which is becoming more in demand in all parts of 
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the country. Our population consists of women in their child bear- 
ing years. Because ox the demand for these physicians, there is a 
great competition aniung the various groups wishing to employ 
them. This mears that these physicians can demand salaries and 
benefits out of proportion to th^ salaries and benefits offered by the 
Civil Service and PHS commissioned system. Both personnel sys- 
tems have basic benefit packages with few options available. Most 
private sites have the ability to 'negotiate salaries and benefits with 
physicians to meet their demanas. This puts Indian Health Service 
in an unattractive negotiating position. 

Our facilities are isolated from major population centers. In fact, 
the United States Public Health Service has designated Popular, 
Montana, as an isolated area for assignment of PHS commissoned 
Corps members. The Fort Peck reservation is located 310 miles 
from Billings, Montana; 360 from Great Falls; 210 from Minct. As 
physicians who have spent several years in urban or suburban 
areas, they and their families have become accustomed to an avail- 
ability of services and enU rtainnient not to be found at Fort Peck. 
We do have some of the finest hunting and Ishing available, but 
i :uc all physicians are hunters and fishermen. Most ph>cicians are 
not prepared to accepc the isolation found on our reservation. 

Many physicians' spouses are also professionals and these 
spouses would K^e to find work in their profession. There is little 
or nothing available at or near an Indian Health Service facility. 
This problem causes the physician to move on to a place in which 
their spouses can find employment. 

Professional issues also enter into a physician's decision to work 
on our reservation. The major areas here are the presence of our 
physiciai s available to deliver babies, we need to recruit and issue 
for our >Volf Point Health Clinic and the number of nurses avail- 
able to assist in providing direct patient care. The lack of adequate 
support staff also detracts from the care available to patients and 
frustrate physicians. These are not problems normally encountered 
by the private sector. 

If a physician wil) be the only one at a site, he or bne will prob- 
ably not elect to go there. Also, if there is not enough physicians to 
cover the workload, the person will probably not go. If the support 
is inadequate, in quantity or quality, the physician will elect to go 
ttlsewhere. 

Our difficulties in recruiting physicians on the Fort Peck reser- 
vation have prised frOin both personal and professional reasons 
listed above, if the IHS does not become competitive in attracting 
p ysicians or finds a pool of physicians to staff our clinics, the 
health of the Native American people on the reservation will de- 
cline much more rapidly. At present we have 115 patients awaiting 
services because they are not available at the ISH centers or they 
do not have the staff or equipment available to provide them. 
Unless there is somr relief, this figure will continue to grow. 

In closing, the Fort Peck Tribe whole heartedly su»3ports S. 1475 

Senator Melcher. Thai.k you. Ken. We appreciate that testimo- 
ny. You say you have 115 waiting. That's 115 cases? 

Mr. Smoker. Yes. 
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Senator Melcher. That aren't adequately- wait a minute thev 
are in some stage of being taken care of now or just waiting to be 
acted on period? 

Mr. Smoker. We need them acted upon based on the budget for 
this ye \ this fiscal year. 
Senator Melcher. That's not too good. 

You make the point that manv physicians* soouses are profes- 
sionals. So they are wanting to find work in theirYield, too 
You have a clinic open in Fort Peck now? 
Mr. Smoker. Pardon me? 

Senator Melcher. Is there a clinic open in Fort Peck now? 

Mr. Smoker. Yes; we got one in Poplar and one in Wolf Point. 

Senator Melcher. In both. There is a clinic in both locations? 

Mr. Smoker. In both cities, yes. And 

Senator Melcher. Which one is the busiest? 
Mr. Smoker. The one in Poplar. 
Senator Melcher. Is still the busiest? 

Mr. Smoker. Yes, we have a new facility coming in, we are in 
construction, or in the design phase of it, in Wolf Point right now 

Senator Melcher. So it is not open, though? 

Mr. Smoker. The clinic is en. We have a small clinic open. 

Senator Melcher. The ac .-on to the clinic is not open yet, the 
new construction? 

Mr. Smoker. Yes; it will be a new facility. 

Senator Melcher. It isn't open yet, though? 

Mr. Smoker. No; it isn't. 

Senator Melcher. When is it scheduled to be open? 
Mr. Smoker. I believe- well, construction starts this spring, and 
I imagine 2 years from now. 
Senator Melcher. Construction will start next spring? 
Mr. Smoker. Yes; this coming spring. 

Senator Melcher. How many new positions will tha^ jreate? 
Mr. Smoker. I believe It's 22. 
Senator Melcher. Professionals? 
Mr. Smoker. Yes. 

Senator Melcher. We might get the construction done, but if we 
don t do something about getting the profes onals in, then we 
won t have—won't be of any use to us. 

How many positions are there in Poplar? 

Mr Smoker. I will have to refer that question to our tribal 
health director. 
Unidentified Speaker. There are 45. 
Senator Melcher. There are 25 posit 3ns in Poplar? 
Mr. Smoker. There are 45 positions. 
Senatoi Melcher. OK, 45 positions ^n Poplar. 
Thank you very much. 

Next Marlene Semixiole from Non^hern Cheyenne. 

STATKMENT OF MARLKNK SKiMJNOLK. TRIBAL HKALTH 
DIRECTOR. NORTHERN ChEYENNE TRIBE 
Ms. Seminole. Thank yo'i. My name is Marleuo Seminole. I am 
the tribal health director fo*- the Northern Cheyenne Tribe. I am 
testifymg on behalf of the Northern Cheyenne Tribe. I wish to 
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thank you, Senator Melcher, for allowing me the opportur Ity to ex- 
press my tribe's views. The Northern Cheyenne Tribe is in support 
ofS. 1475. 

We re-ilize that there is a great need to keep an adequate supply 
of trained medical personnel while keeping in mind that the repay- 
ment program will encourage more of our young people to seek 
higher educational opportunities. 

We support the identification of needed professional staff on the 
local level. Scholarships offered and funded reflect the needs on a 
national level, and our needs on the local level have gone unmet. 
For example, we find it difficult to fill positions for nutritionists, 
sanitarians, and health educators. Yet these training opportunities 
have not been available on a regular basis. 

In addition, repayment programs have only included positions 
with Indian Health Service and not with tribal employment. So a 
candidate would be screening out tribal 638 positions because of 
this plan. 

Many physicians are married to other professionals. Frequently, 
the spouse also wants to find work in their profession. Allowing the 
travel expenses to be paid under recruitment provisions would help 
the family in making a better decision in placement and longer 
commitment period of time. 

The quality o*" health care is directly related to training, experi- 
ence, and cultu al understanding by a practicing health care pro- 
vider. These characteristics enhance our communities' acceptance 
and respect of medical practices. Individual patients' confidence 
and trust builds over periods of time impacting compliance. Re- 
cruitment and re^ ntion of experienced physicians, nurses, dentists, 
and other health care providers builds this mutual health care 
system. 

Indian Health Service has networking skills and recruitment ca- 
pabilities that extend throughout the United States; ^vhereas, each 
tribe is an independent unit unto itself, and advertising and re- 
cruiting for also all of the positions and vacancies becomes a real 
problem. If the two agencies combined efforts to work towards a 
more organized recruiting system, our needs for professional per- 
sonnel may be met. 

We recommend that tribes take on a more active role in recruit- 
ment, selection, and retention. Tribes need to assess the pool of 
graduates to select those that would be best suited to reservation 
life. And graduates need to be informed of the tribal needs and op- 
portunities that are available on the reservations. 

One issue not addressed in this Senate bill is the development of 
a health career component in the educational institutions for all 
students beginning in elementary schools. Both junior high and 
high school students need to be thinking about their career goals. 
They are usually introducted to career opportunities their senior 
year in high school, often too late to take needed science and/or 
math courses, if the school offers such courses. And much too late 
to worry about their grade point average. Some of these issues are 
addressed by the summer INMED program. We strongly support 
the continued funding of the INMED program. We also support the 
expansion of Ihe program model to other universities or colleges. 
We are especially proud to announce that chis program has led to 
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giving a young Cheyenne's dream of becc-^iing a medical dw;tor a 
reality In June of this year, Stanford University graduated one of 
our tribal members as a medical doctor, Dr. Tim Wilson. Dr. 
Wilson completed his undergraduate study at the University of 
S° txtB^'^i?^ througn the INMED program. Had it not been for 
the INMED program, his dream may not have become a reality, 
vitll ^""^'^ support of this program and similar programs is 

Two of our physicians have set a new trend by settling in our 
community for a longer period of time. Their transition to living in 
a remote section of Montana was assisted by their lifestyles and 
outreach iru) the community in which they live. Their daily living 
is not limited to the clinical setting. This mutual acceptance and 
confidence has been built over time and througn small experiences 
and individual exchanges. Those positive experiences that provide 
employees a sense of belonging, ownership, and roots will be en- 
hanced tiirough tribal involvemen . 

Thank you. 

_ Senator Melcher. Thank you, Marlene. Where is Dr. Wilson at 
right now? 

Mrs. Seminole. I don't know what his plans are 
Senator Melcher. He completed what? He got his M.D. from 
otaniora this year? 
Ms. Seminole. Yes; in June 1987. 

Senator Melcher. OK. Strangely enough, sometimes IHS doesn't 
seem to go after Indian physicia.is. I think that would be the first 
attempt, number one, on the recruitment list. 

I think you made a good point when you say if you are going to 
get Indian students interested in medicine, you better be talkine to 
them at the junior high level. 

Has that been done to any extent since we have had the INMED 
propam? Have we really seen an effort from about the ninth grade 
career?^ Indian students to see whether they want a medical 

Ms Seminole I think that's where a health career program that 
was here in Billings counselors that went out to the high schools 
to recruit high school students. 

Senator Melcher. When did that end? 

Ms. Seminole. I believe it was this year. 

Senator Melcher. This year was the last year. It wasn't in effect 
this year? 

Ms. Seminole. I'm not sure when it ended. It was still in effect 
up until a few months ago. 

Senat' • Melcher Yes; I think it is necessary to keep that. 
Thank ^ , _ very much, Marlene. 

Rocky Stout, Sr., from Rocky Boy? I though Rocky was here. 

Robert Little Light, Health Planner, Crow Tribe. 

STATEMENT OF ROBERT LITTLE LIGHT, HEALTH PLANNER 

CROW TRIBE 

Mr. Little Light. Honorable John Melcher, friend of the Crows, 
my name is Robert Little Light. I am a member and health plan- 
ner for the Crow Tribe. I would like to express what we done in the 
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past year with the Indian Health Service. The Crow Tribe has 
always supported the Indian Health Service and care of the Crow 
people. Through these efforts the Crow tribal government has pro- 
vided a dental suite, support and operation of the CHR program, 
management of the detox talks program. Also, in an effort to deal 
with alcohol and drug programs on youth, the Crow Tribe, along 
with the Indian Health Service, scheduled and held weekend hik- 
ings, trail rides, and a week long camp out in the Big Horn moun- 
tains, 140 to 160 youth participated in these activities. 

Along with these activities and programs the Crow Tribe has do- 
nated land for the construction of a new hospital. It will be utilized 
by neighboring tribes. 

Now, S. 1475. Overall support for the bill needs to be strength- 
ened. Instead of loan repayment, it should be a grant We are not 
familiar with this formula. I would like for you to explain or dem- 
onstrate this formula. A equals two C times T minus S over T. I got 
a number higher. 

Number 3, due to the many areas of the Indian Health Service m 
the country, the $100,000 should be increased to $3 million to carry 
out this purpose. 

Also on the subject of tribal culture and history, funds should 
made available to accomplish this. 

Also, on page 15, paragraph— line 25, to the extent feasible the 
program establish^ under subsection (a) shall be training in, (1) 
social structure of the tribal, politics, religion, economy; (2) commu- 
nication of Indian tribes affected; (3) environmental adaptations, 
climate, and et cetera; (4) ideology, Indian religion. Sun Dances, 
Peotee, and there are some more that are respected by all members 
of the tribe and other tribes, also, respect these religions. The histo- 
ry, Dulles Act, Snider Act, example is the establishment of the res- 
ervation, voting rights m the 1940s, and the liquor laws. 

The problems in staffing, salaries are not competitive with the 
private sector. _ 

2. Another problem is the civil service doctor, physician s family, 
should receive health care by the local PHS. 

3. Isolation or lack of educational opportunities are limited. 
There should be funds for traveling and also funds available for 
temporary coverage \^hi\e the doctor is away on temporary duty. 

4. The Crow Tribe is interested in recruiting and retaining 
health care professionals. The tribe is exploring ways and planning 
on giving privileges in hunting, fishing, camping, hiking in our res- 
ervation. If we have more money, we can pay these by ourselves to 

them there 

Tlien, Honorable John Melcher, I want to thank you for giving 
all of this time, because we really do have problems in the health 
care of the Indian. The Crow people have always worked in harmo- 
ny with the Indian Health Service, and we pledge our support in 
continuin^y to do so. Thank you very much. 

Senator Melcher. Thank you, Robert for your testimony. We 
will make note of those suggestions, see how many we can work 
into the bill. 

As health planner for the Crow Tribe, how long have you held 
that position? 

Mr. Little Light. Last June 1. 1 am new to this program. 
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Senator Melcher. June 1, this year' 
that!"' ^''^''^ ^ ^"''•"6 fo'' county before 

Senator Melcher. You were working for who"? 
Mr. Linm Light. Big Horn County. I was a counselor, 
benator Melcher. As a counselor' 
Mr. Little Light. Right. 

Senator Melcher. In the school system or how' 
Mr. LiTTL^ Light. Mental Health Center. 
Senator Melcher. Tn the Mental Health Center. 
JAr. Little Light. Right. 

Mr. Little Light. Right. 

Senator Melcher. So this health planner now is iust--is using 
your i^t background and shifting to a little broader irena' 
Mr. Little Light. Right. 

hJ^Sfri^tf ^'"^ "Mistaken, your wife works in the 

Mr. Little Light. She used to be a CHR, but our new policies if 
a family members works, the other spouse does not wSrL ^ 

benator Melcher. So you are working, she can't? 

Mr. Little Light. She's not working 
^^nator Melcher. But she was. She had broad experience as a 

Mr. Little Light. Right. 

vofllu^^'^^''- ^^•"•^ y^"'- ^^'""y' between the two of 

Jf dehveS ^^f' ?L°" J^^^" Ph^« another 

appredShJt T h.^'' ^ Crow people for a long time, and I 
ft natfoH n • u '^OP® .can make headway with this bill and get 

v?ar JkTnT^^ ^u"^^^'^ ^^"I'i be meaningful 

M T y f hank you very much. 
Mr. Little Light. Appreciate it. Thank you. 
£^r£' Rocky Stumps here? Is he coming back? 

Bearhead Swaney is next from the Flathead Tribe. 

STATEMExNT OF TOM BEARHEAD SWANEY. TRIBAL HEALTH 
DIRECTOR, FLATHEAD TRIBE 

for'^tL^S^tWH t"^''' ^'"^ Tribal Health Director 

aboit 1 vi?r ^ ^"^'''^"^x^bave been there at that position for 
about 1 year and 8 months. We have provided you with written tcs- 

™Te^cru1!men?!,fV'''- I" "'^'^^ Particular e^cep^iSn^t 
2!isS Wp "'^'"^ ^ '^o^t^'^ but as physician 

SrW X A^r^ aware from various studies commissioned by the 
TwIh ^^^'""^^ Association that there is a glut of doctors in the 
Si r^se^S ^P^h"^"^ " "rban areas, but the lack of doctors 
bSt^^rnTpro^^em."^ " ^ P-^lem 

This problem can somewhat be alleviated if the Indian Hr-alth 
Service would have the doctors that they now have push mpef n 
f?ur r;lH^.".fe P?*^«?^- The Bilings aS Sffice hi 

t?ator^ fnd ni ^/l'"'^-*^°u'^-""*;'J! *bat primarily are adminis- 
trators and not working in their fields. Last month at the North- 
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west Affiliated Tribes in Moscow, Idaho, that was a concern of all 
the tribes in the Pacific Northwest, and they developed a resolu- 
tion requesting that all of the doctors in the area offices l/e as- 
signed to service units to work with patients and not in the admin- 
istrative capacity. T^, l_ J T J- 

For those of you that aren't familiar with the Flathead Indian 
Reservation, it is in western Montana, and we have 89 lakes, 489 
miles of trout stream, it is a very beautiful area, and there 
shouldn't be any problem with recruitment of doctors. 

We have three hospitals within our reservation bounda^-ies, with 
one just closed, another one will probably soon close, which will 
leave us with one hospital locally. We service abour 8,000 plus pa- 
tients, and we are a contract medical care facility. For the most 
part, we only have direct services in dental and in pharmacy. The 
rest of it is contract, health care. 

At the present rate we have 132 people who are on the elective 
surgery list at a projected cost of $338,000. Elective surgery in this 
care can mean gall bladders, ulcers, tonsillectomies, various and 
sundry kinds of operations. 

But it is strange that I can spend $12,000 on a 45-day treatment 
of ar alcoholic and I can't get a gall bladder operation for a 75- 
year d senior citizen because it is not life-threatening, and they 
have 10 appear on a matrix that is used by the Billings area from a 
1 to 12, and they have to be in the category of 11 or 12 before they 
are served. 

I think when we look at the health facilities, health care, of 
Indian tribes, that we have been last in this nation since it started. 
The Indian Health Service came to t!ie reservation, in my reserva- 
tion, in 1957, and at that time we had to qualify for services by an- 
swering a 4-page document that said are you really an Indian, do 
you go to tribal council meetings, do you go to pow-wows, et cetera? 

Indian health care is a national disgrace to the citizens of this 
country. I think that we have to encourage our Indian people, as 
has been voiced previously. We talked about the junior high. Those 
funds were cut for those junior high people to encourage them to 
come into e program. 

I have with me Dr. Mike Demps.?y, the Flathead s first doctor, 
who is coming back to the reservation to practice, and he'b in his 
third year of residency now in family practice. 

But what does he come back to, or what? I guess. Senator Mel- 
Cher, that Fm appalled at the health care system that Indians have 
to live under. Your bill provides for S'jme very good and positive 
things. We would like you to read our statement, take into consid- 
eration the positive things that we said about it, and also the nega- 
tive things we said about it. Indian health care by law is law in the 
United States. It stiould be to a government to government rela- 
tionship, and not as Indian people with their head down and their 
hand out saying, can I have some more? 

It is a tragedy when a young girl comes before the tribal council 
with blisters in her mouth and she can't talk and she has an ap- 
pointment at the Mayo Clinic, and IHS says she doesn't appear on 
the matrix, and my tribal council send her with har own funds to 
the Mayo Clinic. A 7-year-old girl that couldn't even talk because 
of the canker sores in her mouth and no one at home could do any- 
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thing about it, and the IHS denied this because she didn't appear 
on the matrix. c^h'^"! 

be'SadtebfrTe"' ^""^ ""^ ^ 

Senator Melcher. I think we would like to hear from Dr. Demp- 

sey very briefly. Maybe he can come up. 
Are you in your third year of internship or residency-? 

gra'J.-inrnrRos'a.S.^''^' ''''''''' ^'^^ ''"^''^ ^^-^ 
Senator Melcher. And you are all thorugh with if? 

end of JunM988^°' ^'"^ ""^ ^^'"'^ ^ ^^'^ 

Senator Melcher. Next year? 
Dr. Dempsey. Right. 
Senator Melcher. Next June. 

Dr. Dempsey. I'm a medical graduate of Michigan State Universi- 
MnftK n J^'^^^through the INMED program at the University of 
Worth Dakota for 2 vears. 

vonT-nL^Ji^"'^'*' ^hen you get through with your residency, 
you ao in^«nd to come back? 

Dr. DEMP5EY. I do. 

Senator Melcher. All right. 

\ ^^Tf^\ ^'l? .u"® °! fortunate people in that in 

that I looked at all the other med students I went to school with, 

nr ifu°P ^'^"^ ^■''""'^ ^^^^ specialty they were going to do 
Zn7^TffJr^^^^T ^° ^ ^"^^ f'-o'" the start to practice 

most effectively, I v iuld practice family medicine, family practi- 
^'^}l%''^.^y .reservation. I'm not dependent cn anybody 'r '^refer- 
rals It will give me the most flexibility and give the best service to 
my triDe. 

cefved--^'^'^"™' ^® ^''^"' ^•^^ 

Dr. Dempsey. I know Tirn. Tim is starting his residency, 
benator P lcher. In family medicine? 
knnw V,^'^^''^^- sure. I think it maybe family medicine. I 

Stenfofd ^"'"^'"•'^'■^ midwest. He just graduated from 

refidencyV^'^"'"''"''' ^° P'-obably has 3 years ahead of him in 

Tu^''^^^'^''^^^- ^®"' residencies, you know, are three years. 
Ihere are some that are four and some five. Surgeons five, obstet- 
rics tour. 

Senator Melcher First of all. I hope to see you back on the Flat- 
nead after June 1988, and I hope we will see Tim back in the 
wh^tpvlr ■^'iT'^'r ^^'Pet™.^ 3 years from now, or four years, 
whatever It takes for his residency. Congratulations, Doctor Wel- 
come back. We are glad to have vou 

tpiy^r;il°^^^ Stump, Sr., calling for the last time. If he's left some 
testimony, we will make ;L part of the record. 
J. A r '=°'"P'ete our hearing record today, but the hearing 
pvprl Y 'i!'"^'" ?f^'\ 2 weeks. So I would encourage 

everybody who would like to contribute to this hearing on S. 1475 
to submit some written testimony for it and put it in the record. I 
want to thank aM of you that have testified today. I will assure you 
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that your testimony is most helpful as we try to push this bill 
along next month. 

The hearing is adjourned. 

[Whereupon the hearing was adjourned.] 
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